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Why this book? Affordable Excellence tells the story of the Singapore 
healthcare system, how it works, how it is financed, its history, and where it 
is going.

Today Singapore ranks sixth in the world in healthcare outcomes 
well ahead of many developed countries, including the United States. The 
results are all the more significant as Singapore spends less on healthcare 
than any other high-income country, both as measured by fraction of the 
Gross Domestic Product spent on health and by costs per person. Singapore 
achieves these results at less than one-fourth the cost of healthcare in 
the United States and about half that of Western European countries. 
Government leaders, presidents and prime ministers, finance ministers and 
ministers of health, policymakers in congress and parliament, public health 
officials responsible for healthcare systems planning, finance and operations, 
as well as those working on healthcare issues in universities and think-tanks 
should know how this system works to achieve affordable excellence. 

The lessons from Singapore should be of interest to those currently 
planning the future of healthcare in emerging economies, for Singapore was 
not always rich. In just 50 years, Singapore transformed itself from a low-
income country to one that has one of the highest per capita incomes in 
the world, from a country with poor health outcomes to one of the best in 
the world. What was the philosophy and what were they key decisions that 
drove this transformation? Leaders and policy planners may well ask—will 
this work in my country? 

One point that emerges clearly: decisions made early on affect the 
course of later history. Once begun, it is very difficult to revise health 
finance and delivery systems, as such decisions profoundly affect the lives of 
individuals and economies. To finance healthcare, should countries adopt a 
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mixture of private and public insurance as does the United States, the state 
approach to healthcare finance and operations as in the United Kingdom, 
or the public–private partnerships of Germany and Japan? Or should an 
entirely different approach be taken, that of Singapore, where emphasis 
is placed on individual responsibility supported by an enabling state? 
Affordable Excellence describes the Singaporean approach as an alternative 
well worth considering.

Singapore also offers useful lessons for wealthy countries with long-
established healthcare systems. The world’s most developed countries are 
facing a crisis of confidence in their healthcare systems. Costs are rising at 
an alarming and seemly uncontrollable rate. In the United States, healthcare 
accounts for almost 18 percent of the GDP and is rising. Most developed 
economies are facing twin demographic problems: the population of the 
elderly is rising rapidly and the population of the young, who must support 
them, is shrinking. The cost of caring for the elderly far exceeds that for the 
young. Yet as earning power declines with age, it is not compensated for by 
increased earning capacity among the young. 

The Singapore system offers a guide to controlling costs and paying 
for health in the present. It may also provide a blueprint for the future. 
Singapore is relatively unique amongst governments in its ability to plan 
for the future. In the past, the government has planned and successfully 
executed, over a 30-year period, strategies requiring the integration of the 
activities of most government ministries. That is how the current healthcare 
system was designed and built. Today, the emphasis is on planning for the 
coming demographic crises using the same cross-ministry approach that 
has worked so well in the past. How can the current system be adapted to 
provide excellent care for the elderly at a cost the country can afford? This 
is the central issue for all developed economies. Those planning for the 
future might well look to Singapore for ideas on how to prepare for the 
challenges ahead. 

I was surprised to learn that no book describing the Singapore 
healthcare system has been written. To be sure, aspects of the system 
are described in many monographs and books that treat more general 
topics. Affordable Excellence provides a source for those wishing a more 
comprehensive knowledge of how the system was built, financed and 
operates. In writing this volume, I have often been told that Singapore is 
unique and lessons learned are not applicable elsewhere. Some say Singapore 
is small and solutions to problems there will not work elsewhere. Others 
believe only a government with a long tenure in power (Singapore’s ruling 
People’s Action Party has been in power since independence in 1965) can 
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achieve comparable results. Some even go so far as to describe Singapore 
as a dictatorship—an inaccurate characterization in my view—and that 
such a healthcare system can only be imposed by a controlling government. 
My answer to these challenges is that I am a scientist trained to look at 
what works. We call working examples “proof of principle.” The Singapore 
experiment does work, proving that healthcare systems can be designed that 
provide high-quality healthcare to all citizens in a highly-developed economy 
at a cost the economy can afford, and that costs can be controlled while 
delivering excellent service. True, the continuity and long-term perspective 
that come from political stability may make it easier for a government to 
develop a strong healthcare system (see next chapter); nonetheless, Singapore 
has much to teach health systems no matter what their political context.
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CHAPTER  1

The  Singapore  Healthcare  System:  
An  Overview

�

Singapore has achieved extraordinary results both in the high quality of 
its healthcare system and in controlling the cost of care. In per capita 
terms and as a percentage of Gross Domestic Product (GDP), its health-
care expenditures are the lowest of all the high-income countries in 
the world. 

How did this happen? How has Singapore been able to achieve these 
kinds of results? 

The answers are bigger than just the process of putting a healthcare 
system together. There are larger factors that have to do with the spirit and 
philosophy of Singapore itself, the way it is governed, how the government 
approaches domestic issues, and how it deals with the world. 

In my study of Singapore, I have found three compelling qualities 
woven into the fabric of the country that have enabled it to achieve 
outstanding successes in so many areas, healthcare included. They are long-
term political unity, the ability to recognize and establish national priorities, 
and the consistent desire for collective well-being and social harmony of 
the country. 

 
PoliƟcal  Unity  and  Constancy  of  Purpose

From the time the British withdrew from Singapore and left its former 
colony to fend for itself, Singapore has been able to develop and grow as 
an integrated whole. The People’s Action Party (PAP) has been in power 
since independence, resulting in sustained political stability. Along with 
stability has come a unity and constancy of purpose and action throughout 
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government. Contrast this condition with other countries where government 
regularly changes hands and different parties espousing different agendas go 
in and out of power. A clear and uninterrupted approach to solving a nation’s 
problems is very difficult to achieve in such situations. The government has 
been steady in its broad general vision of what care should be and what role 
it should play in the lives of Singaporeans. That continuity of philosophy and 
approach, I believe, has made possible the ability to plan and execute over a 
long period of time. 

I have also observed an unusual degree of unity among the country’s 
various ministries—an acknowledged spirit of cooperation among gov-
ernmental departments that makes possible the formulation of policies 
that reaches across ministries. A member of the team that assembled 
the 1983 health plan discussed in this chapter and Health Minister 
from 2004 to 2011, Mr. Khaw Boon Wan, has noted that each month, 
Permanent Secretaries of each ministry meet to focus on issues that 
require participation by more than one ministry.1 It is simply assumed 
that ministers will work as a team on issues that need interdepartmental 
cooperation.

I find it relevant that the government realized early on that improve-
ment in health conditions and care had to be approached as an integral 
and inseparable part of the overall development planning for the country. 
As a heavily urbanized city-state with a population of two million at 
independence, caring for the health of the people meant more than just 
building hospitals and clinics. Health would be affected by almost every 
aspect of life in an urban setting: housing, water supply, food supply, air 
quality, waste disposal, road traffic, parks, tree planting, and more. Ensuring 
the health of the people of Singapore had to be built into every aspect of 
urban planning, requiring a comprehensive approach and the cooperation of 
numerous ministries over all the various sectors of government. The culture 
of cooperation made it all possible.

Some have suggested that Singapore is a thinly-disguised dictatorship, 
and that political stability is attained at the cost of democratic freedom. That 
is simply not the case. Although one party, the PAP, has been in power since 
independence, it is elected and does not hold power through force, and could 
not have maintained its rule without being highly responsive to the concerns 
of the electorate. 

The government is responsive to the concerns of the electorate. In the 
2011 elections, healthcare was one of the issues raised. There were concerns 
that the government was not doing enough for the elderly and that families 
were experiencing severe financial strain and even bankruptcy as they tried to 
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pay for older family members’ care. Opposition parties organized themselves 
around issues of healthcare affordability and eldercare costs.  

Early the following year, the government responded with a new 
program of increased spending—doubling the Ministry of Health’s budget 
over the next five years—to address citizens’ concerns. It announced increased 
subsidies for long-term care, even for patients being cared for in the home, 
and expanded eligibilities for subsidies, giving middle-income families 
some financial relief. Subsidies were increased for nursing homes (including 
eligible patients in private nursing homes), day care, rehabilitation care, and 
home-based care. These actions by the government seem to me to be a direct 
response to the issues raised in the elections.

Establishing  PrioriƟes  

The health of the populace was not a top priority for the government at 
the start of independence. As Lee Kuan Yew observed in his memoirs, 
he had three immediate concerns to deal with: international recognition 
for Singapore’s independence; a strong defense program that would 
“defend this piece of real estate”; and finally the economy—“how to 
make a living for our people.”2 Yong Nyuk Lin, the Minister for Health 
at the time, stated the situation bluntly: “health would rank, at the most, 
fifth in order of priority” for public funds. National security, job creation, 
housing, and education were in the queue ahead of health, in that order.3 
With the exception of the basics of public health, healthcare planning 
and development would have to wait until the nation achieved a level of 
military and economic stability. 

It seems to me that this ordering of priorities was apt for the time, 
as it was vitally important first to set up the defense of this small nation, 
and then to attract investors to set in motion economic growth, and tackle 
glaring issues of unemployment, housing, and education. After these critical 
problems had been dealt with, others, including healthcare, could be taken 
on. Exactly where health comes in the priorities of an emerging economy 
may vary. In countries where HIV/AIDS is highly prevalent, or if another 
epidemic or disease threatens a broad segment of the population, health may 
become the first or second national priority.

Wisely, the initial focus in Singapore was on public health: putting 
proper sanitation procedures in place, controlling infectious diseases, all 
successful efforts. Early initiatives were launched to provide clean water, 
develop a vaccination program, and guarantee access to basic medications, 
clean food, and more.
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In time, the priorities set by the government proved to be effective. The 
security situation stabilized and the economy grew to the benefit of all. The 
creation of the healthcare system was aided immeasurably by the outstanding 
growth. One important indicator to consider: GDP grew from just under 
S$8.5 billion in 1964, to over S$50 billion in 1983 (the year the government 
issued its White Paper declaring its healthcare goals and which I will be 
discussing below), to almost S$300 billion in 2011.4 Those economic gains 
were successfully translated into raising the health standards of the nation 
and building the care system that is the subject of this book. 

PromoƟng  a  Sense  of  CollecƟve  Well-‐Being  and  Social  Harmony

One of the most important tenets of Singaporean governance is that a strong 
society requires social harmony. If tensions between social groups and races 
are to be avoided, all groups should be included in the life of the country and 
should benefit, to some degree, from its successes. The government’s actions 
on behalf of this belief have undergirded the building of modern Singapore. 
As part of the social fabric, the government built a system that promotes a 
sense of fairness and well-being through both economic opportunity and 
delivery of social services. I find these words of Lee key to understanding 
Singapore’s approach:

A competitive, winner-takes-all society, like colonial Hong Kong in 
the 1960s, would not be acceptable in Singapore … To even out the 
extreme results of free-market competition, we had to redistribute the 
national income through subsidies on things that improved the earning 
power of citizens, such as education. Housing and public health were 
also obviously desirable. But finding the correct solutions for personal 
medical care, pensions, or retirement benefits was not easy.5

One important solution Lee and his ministers found was the Central 
Provident Fund (CPF). It was set up during British colonial rule as a 
compulsory savings program for workers to build a nest egg for retirement. 
Individuals put five percent of their wages into the fund and their employers 
matched it. The accumulated money could be withdrawn at age 55. Lee’s 
government expanded the program, upping the contribution levels, and 
allowing funds to be used for home-buying (widespread home ownership 
was seen as vital for political and social stability).6

The CPF has become one of the key pillars supporting social stability. 
The government had a long-range vision to increase the use of the Fund over 
time and broaden it to allow individuals to save for and pay for education and 
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healthcare as well as retirement and home-buying. Mandatory contribution 
rates have risen over the years and now stand at 16 percent of wage for 
employers and 20 percent for employees. After age 50, the rates decrease. 

The Central Provident Fund’s contribution to the viability of the 
healthcare system cannot be overstated: it helps control costs by instilling in 
patients a sense of responsibility about their spending—after all, it is their 
money to save or spend; and it helps make care available and affordable to 
all. Eventually, however, the government recognized that the health savings 
program would not be enough to support care, and other systems were put 
in place, including a medical insurance program and a social safety net.

Respect  and  EducaƟon  for  Women

The Central Provident Fund’s contribution to the viability of the healthcare 
system cannot be overstated: it helps control costs by instilling in patients 
a sense of responsibility about their spending—after all, it is their money 
to save or spend; and it helps make care available and affordable to all. 
Eventually, however, the government recognized that the health savings 
program would not be enough to support care, and other systems were put 
in place, including a medical insurance program and a social safety net.

Specifically, women’s health education was deemed essential to the 
future of the country. The Education Ministry took the lead in educating 
young women about important health topics. The then Health Minister 
Mr. Khaw Boon Wan credited that effort with creating a vitally important 
advance in healthcare: educated women were now able to look after their 
own health, their health during pregnancy, their babies, and their families.7 

* * *

In the coming chapters, I will take you through these and other elements that 
have made healthcare in Singapore such an enviable achievement: the high 
quality of care, more on the critical role of the CPF, financing the system, 
controlling costs, infrastructure, investing in medical research, and the new 
challenges of long-term care and eldercare. But first, in the remainder of this 
chapter, I will walk you through the ideas and the history of social planning 
that created the foundation for today’s healthcare system.

Singapore’s transformation from a British colonial outpost to a First-
World city-state is nothing short of remarkable. Since achieving indepen-
dence in 1965 as a tiny, impoverished country with few assets and no natural 
resources, it has turned itself into a modern, prosperous, secure city-state. 
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Singapore’s founding father, Lee Kuan Yew, knew that without Britain’s 
military and financial support, this new country would succeed and endure 
only if it could turn itself into a “First World oasis in a Third World region.” 

Many institutions had to be erected before Singapore was able to 
reach that goal. How it was all accomplished makes for a fascinating study 
in nation-building. However, the scope of this book allows me to focus my 
discussion on the underlying Singaporean philosophy and actions that drove 
the development of the public healthcare system. While providing for the 
health needs of his people, Lee also wanted his country to avoid the pitfalls 
of Western systems—such as those in the United Kingdom and the United 
States—that were already showing signs of strain caused by high costs. 

In the late 1940s, as a student at Cambridge, Lee witnessed the 
beginnings of the English welfare state: 

Looking back at those early years, I am amazed at my youthful 
innocence. I watched Britain at the beginning of its experiment with 
the welfare state; the Atlee government started to build a society 
that attempted to look after its citizens from cradle to grave. I was so 
impressed after the introduction of the National Health Service when I 
went to collect my pair of new glasses from my opticians in Cambridge 
to be told that no payment was due. All I had to do was to sign a form. 
What a civilised society, I thought to myself. The same thing happened 
at the dentist and the doctor.8

Over time, though, Lee realized that a system that took care of all of its 
citizens’ needs would diminish the population’s “desire to achieve and succeed.” 
It was obvious to him that Singapore, upon independence, was a poor, 
struggling country that needed a motivated population working hard in the 
interests of their country and their future. He could not begin to contemplate 
a system like Britain’s. If anything may be identified as the guiding philosophy 
behind Singapore’s success, it is Lee’s conviction that the people’s desire to 
achieve and succeed must never be compromised by an overgenerous state. 
The government made certain that Singaporeans developed and retained a 
sense of responsibility for all aspects of their lives—including the care and 
maintenance of their own physical and emotional well-being. 

Building  the  FoundaƟon

Bringing Care to the People

I mentioned earlier that high-quality healthcare was not a high priority in 
the early days of independence. However the young government did take 
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some significant steps to improve the health of Singaporeans. An early 
move was to bring primary care services closer to the people by developing 
a network of satellite outpatient dispensaries and maternal and child health 
clinics. They offered a one-stop center for immunization, health promotion, 
health screening, well-women programs, family planning services, nutritional 
advice, psychiatric counseling, dental care, pharmaceutical, x-ray, clinical 
laboratory, and even home-nursing and rehabilitative services for non-
ambulatory patients.9 The move took the pressure off Singapore’s General 
Hospitals to provide such care.

Mr. Khaw Boon Wan characterized the movement to outpatient clinics 
as one of the low-hanging fruits in the transformation of the healthcare 
system, yielding a high return for a low investment, a necessary condition 
in the early days of the country.10 These outpatient clinics have since been 
consolidated into modern polyclinics, small, well-equipped medical centers 
providing a range of diagnostic and treatment capabilities that do not require 
overnight stays, and catering to all age groups. Although acute illnesses still 
represent the majority of the problems being seen at polyclinics, the clinics 
are increasingly focused on chronic disease management. Services such as 
home-nursing and rehabilitative care for non-ambulatory patients have 
since been moved from polyclinics to Voluntary Welfare Organizations, 
community hospitals, and private nursing homes. 

IntroducƟon  of  User  Fees  at  Public  Clinics

Services at the outpatient clinics had been free-of-charge—modeled after 
the practice of the British healthcare system. But the government quickly 
changed that.

As Lee Kuan Yew recalled in his memoirs:
The ideal of free medical services collided against the reality of human 
behaviour, certainly in Singapore. My first lesson came from govern-
ment clinics and hospitals. When doctors prescribed free antibiotics, 
patients took their tablet or capsules for two days, did not feel better, 
and threw away the balance. They then consulted private doctors, paid 
for their antibiotics, completed the course, and recovered. 

Lee’s government imposed a fee of 50 cents for each attendance at the clinics, 
doubled during public holidays.11 This bold move reminded Singaporeans 
that healthcare is not free, and that the nation would not be building a 
welfare system such as Britain’s. People would be expected to a large degree 
to pay their own way. 
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Early Human Resources/Manpower Planning

Before 1960, there were fewer than 50 medical specialists in Singapore 
to serve Singapore’s two million residents. To boost their numbers, the 
Committee for Postgraduate Medical Education was set up in 1970.12 
Initially, there were few specializations offered in Singapore. The government 
began sending its brightest doctors in the public sector to the best medical 
institutions around the world for training. 

In the 1980s, the Healthcare Manpower Development Programme 
was launched giving specialists opportunities to work and train at world-
renowned overseas institutes. HMDP at the outset was meant for specialist 
training, and subsequently subspecialty training was introduced in areas 
such as trauma, advanced cardiology techniques, gastro-pathology, breast 
reduction, and more.13 This action nurtured a new generation of highly-
skilled specialists and set the stage for developing Singapore’s current world-
class capability in highly-specialized, advanced medicine. 

Over the years, Singapore has continued to forge strategic partnerships 
with healthcare organizations all around the world and continues to send 
doctors for training at world-class medical facilities. In 2009, 1,750 doctors 
practicing in Singapore were foreign-trained. Half of newly-recruited doctors 
are foreign-trained.14 

 
Healthcare  Infrastructure  Improvements

Early on, the government began upgrading the infrastructure at public 
hospitals, all of which dated from before the Second World War. Gradually, 
one at a time, facilities were improved, investments were made in modern 
equipment, and sophisticated specialties were developed. Ambitious hospital 
construction and expansion programs have been undertaken since.15 To 
encourage community participation and initiative in providing healthcare to 
the elderly, chronically sick, terminally ill, and mentally ill, the government 
began providing subsidies to certain private institutes and Voluntary Welfare 
Organizations and continues to do so today. 

Housing

Although not a part of the healthcare system per se, the country’s early hous-
ing initiative has contributed immeasurably to the health of Singaporeans. I 
would be remiss in not mentioning it here.

In the days before independence, according to the Housing and 
Development Board (HDB), many Singaporeans were living in “unhygienic 
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slums and crowded squatter settlements.”16 At the time, only nine percent of 
Singaporeans lived in government flats. Set up in 1960, HDB began investing 
in good, clean affordable housing that greatly improved living conditions and 
health conditions. In less than three years, over 20,000 flats were built. By 
1965, the number climbed to almost 55,000 flats, and within ten years, the 
housing problem was solved.17 Today almost 85 percent of Singaporeans live 
in HDB flats. I believe that this effort on behalf of the people remains one 
of the most successful examples of public housing in the world. 

For anyone interested in learning about living conditions before the 
improvements I have just discussed, I highly recommend a visit to the 
Chinatown Heritage Centre at 48 Pagoda Street. There visitors will find a 
fascinating recreation of housing from the 1950s, including reconstructed 
interiors. 

The government did not stop at providing housing. Over the years, 
other investments were made in clean water, proper sanitation services, clean 
environment, good nutrition, and health education. All these actions played 
a crucial role in improving the health status of Singaporeans.18

Affordable  Healthcare  for  All

In 1983, almost two decades after independence, the first comprehensive 
National Health Plan was introduced. The plan presented the government’s 
broad health development strategies including keeping care affordable, 
meeting the demands of a growing population, and managing the rising 
expectations of an increasingly affluent society. It set national objectives 
for empowering Singaporeans to lead healthy, fit, and productive lives 
made possible through active disease prevention and promotion of a 
healthy lifestyle. The plan aimed to improve cost-efficiency in the system. 
Interestingly, it foresaw the growing demand for increased care for the 
rapidly ageing population.19 The plan mentioned the need to restructure the 
healthcare delivery system to cope with the changing trends of diseases—
mainly the shift from treating infectious disease to chronic disease.20 The plan 
reflected the success of the early measures taken by the government to contain 
infectious diseases, provide clean water, and promote childhood vaccinations, 
allowing the focus of efforts to shift to chronic diseases. In time, Singapore 
began focusing on disease prevention through a healthy lifestyle—including 
exercise, eating healthy, managing stress, stopping smoking—along with 
screening for and optimal treatment of disease.21 In this respect, Singapore 
was well in advance of other countries in the region that only started to shift 
their emphasis to chronic diseases around 2010 or so.
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Restructuring 

A sweeping reform started in the 1980s, when the government embarked 
upon the restructuring of its public hospitals, giving them greater autonomy 
to function more like private hospitals than public institutions under a central 
control. Speaking as an entrepreneur, I can imagine how liberating this move 
must have felt to hospital management. National University Hospital was in-
corporated in 1985, and Singapore General Hospital was incorporated in 1989. 
The majority of the hospitals were corporatized in the 1990s. The goal was to 
allow the public hospitals to compete against one another. The unsubsidized 
wards were meant to serve as a benchmark in terms of quality and price for 
the private sector. This action helped stabilize prices throughout the system.

The public hospitals were given a freer hand to implement management 
practices for improving effectiveness and efficiency, and much more freedom 
in their day-to-day decisions regarding staffing, compensation, deployment of 
resources, and some user fees. The reforms succeeded in providing consumers 
with more choices for their healthcare and also served to dampen rising costs. 
The public hospitals are still owned by the Ministry of Health through a 
holding company called the Health Corporation of Singapore set up in 1985. 
It later became MOH Holdings Private Limited. The government appoints 
the Board members, and the Chief Executive Officers and management 
of the hospitals are accountable to the Board, allowing the government to 
continue to exercise its authority in larger, strategic decision-making.22

Medisave

Perhaps most importantly, the Plan announced the creation of Medisave, 
Singapore’s individual medical savings plan. Medisave is the expansion of the 
Central Provident Fund mentioned earlier in the chapter. Workers contribute 
a certain percentage (set by the government) to their individual accounts, as 
do their employers. The money can then be used to pay for health services as 
well as health insurance plans. I firmly believe that the program is one of the 
cornerstones of the current system. Medisave enables patients to pay their 
share of their healthcare bill. It has also had the effect of keeping national 
healthcare costs low by shifting a large portion of expenses to individuals and 
their employers. I discuss Medisave in depth in Chapter 3.

Blueprint  for  a  Modern  Healthcare  System

By the early 1990s, it became clear that healthcare costs were growing at an 
alarming rate that would soon put an unacceptable strain on the nation’s as 
well as family finances. It was also recognized that increasing life expectancy 
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was creating another challenge: how to care for the growing elderly 
population in Singapore. A Ministerial Committee was set up to review the 
role the government could play in containing costs, controlling subsidies, 
and ensuring the continued quality of care. In 1993, the committee issued 
its report in a White Paper entitled “Affordable Health Care.”23 

The White Paper became, in effect, the blueprint for developing and 
refining a healthcare system that would serve the population well into the 
21st century. In outlining the government’s philosophy and approach to 
healthcare, it set forth five fundamental objectives: 
1. Become a healthy nation by promoting good health;
2. Promote individual responsibility for one’s own health and avoid 

overreliance on state welfare or third-party medical insurance;
3. Ensure good and affordable basic medical services for all Singaporeans;
4. Engage competition and market forces to improve service and raise 

efficiency; and
5. Intervene directly in the healthcare sector when necessary, where the 

market fails to keep healthcare costs down.
Let us take a closer look at each of these objectives.

Promote Good Health 

The White Paper set forth the need for health education, disease prevention, 
and motivating the population to adopt a healthy lifestyle and teaching the 
importance, for example, of leading an active life, not smoking, and eating the 
right foods in order to avoid obesity. To further these goals, the government 
created the Health Promotion Board (HPB). Its mission is to raise the level 
of health and health awareness through education, screening programs, dental 
services to children, nutrition programs, and more. 

In effect, the government began to take the lead, working with agencies 
to reach out to groups within the population, developing an integrated 
and comprehensive approach. For example, the National Healthy Lifestyle 
campaign was given top political support.24

The National Healthy Lifestyle Campaign is an annual, month-long 
event that reaches into the community, workplace, schools, supermarkets, 
and restaurants. Healthy living themes are chosen—fighting obesity, for 
example—and activities such as mass workout sessions, weight loss reality 
television shows, school programs, and advertising are created around them. 
Some simple steps taken by the government to encourage healthy lifestyles 
include building exercise corners in all public housing, smooth pavements for 
people to walk and jog on, ensuring availability of healthier options at public 
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food centers near public housing and transportation hubs, workplace health 
promotion programs, and the healthier choice symbol on foods. 

The philosophy of healthy living is also evident today in nutrition 
counseling and nutrition support programs for patients in the hospitals, 
at outpatient clinics, and in the schools where the curriculum includes the 
basics of nutrition. Other programs are also available to the schools for 
promoting healthy eating habits among students.25

Promote  Individual  Responsibility  for  One’s  Own  Health  and  Avoid  
Overreliance  on  State  Welfare  or  Third-‐Party  Medical  Insurance

Singapore espouses the philosophy of individual responsibility: the population 
should be encouraged to cultivate a strong sense of personal responsibility 
toward health. The White Paper suggested that by making patients pay 
directly a part of their healthcare expenses, excessive demand for services 
could be mitigated and overreliance on state welfare or third-party medical 
insurance kept in check. It was asserted that the entitlement mentality—the 
notion that people are entitled to unlimited healthcare services at the expense 
of the state, employer, or an insurance company—should be prevented from 
gaining hold. 

To avoid overreliance on comprehensive insurance programs that 
provided first-dollar coverage, the government incentivized the purchase of 
health insurance schemes with features such as deductible and co-payment 
components and guaranteed renewals by restricting the use of Medisave 
to only plans that met these requirements. Insurance plans that provided 
first-dollar coverage were viewed as playing a major role in raising costs in 
countries where they are readily available. 

Administrative overheads alone, for example, are responsible for over 
20 percent of the United States’ total healthcare expenditure. It is thought 
that private insurance can also be responsible for over-consumption of care 
by patients, and over-delivery of services by doctors, as neither group is 
incentivized to keep costs in check as long as insurance companies will pay. 
Private insurance companies are also seen as discriminating against people 
at risk in favor of healthy individuals and so creating problems of equity, a 
condition that Singapore works very hard to avoid in its society. 

Ensure  Good  and  Affordable  Basic  Medical  Services  for  All  Singaporeans  

In the White Paper, the government stated the need to make a good, basic 
medical package available to all people, whatever their means. The package 
did not necessarily have to make available the latest medical technologies but 
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should include proven, cost-effective treatments, benefiting the maximum 
number of people. The package excluded certain treatments deemed not 
basic, such as cosmetic procedures and in-vitro fertilization (IVF, which is 
now subsidized, by the way.)

The basic package had to be affordable and be provided by hospitals 
receiving government subsidies. The most highly-subsidized ward classes were 
to offer this basic level of care.26 The package should be reviewed frequently 
to reflect, among other things, the purchasing power of Singaporeans and 
productivity increases in medical science. In later years, means testing was 
initiated to ensure that government subsidies would be better targeted to 
help patients in greater financial need. Patients not meeting the criteria can 
still elect to go into the highly-subsidized wards, but they may not receive 
the maximum subsidy.

The White Paper foresaw that with the rising affluence of Singaporeans, 
the desire for sophisticated (and costly) medical services beyond the basic 
package would grow. It recommended that patients who were willing to 
spend more in order to obtain a different level of service be allowed to do so 
in the non-subsidized wards of public hospitals and in private hospitals. 

In order to spur medical research, a plan was suggested under which 
the National University of Singapore (NUS) would focus on “academic 
research” that might provide valuable discoveries for the future. The 
subsidized hospitals were to focus on research that had “cost-effective” 
practical applications. The advancement of medical research in Singapore was 
furthered by the establishment in 1994 of the National Medical Research 
Council. It provides research funding to institutes and individuals, awards 
fellowships, and supports research that may one day be applied in medical 
practice, as well as clinical research.

Engage  CompeƟƟon  and  Market  Forces  to  Improve  Service  and  Raise  
Efficiency

The White Paper adopted the principle that resources available for healthcare 
were finite and must be put to efficient use. Market forces should be used 
to promote efficiency, improve quality of services, develop more choices for 
patients, and make sure patients are receiving good value for their money. It 
judged that healthcare providers were in a unique position to influence the 
demand for their services as patients rely on doctors for advice and are them-
selves generally unaware of better or competing alternatives. Yet, too much 
competition and too many providers might actually drive up the demand for 
medical services, since patients would naturally want to avail themselves to 
promising new treatments or technologies or popular doctors. Oversupply or 
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overabundance of choices would in turn drive healthcare costs up rather than 
keep them in check and defeat the purpose of encouraging competition. 

One step the Ministry of Health has taken to stoke competition is 
to provide price transparency by publishing the hospital bills for common 
illnesses on its website. One example of its effectiveness that I found striking 
is the drop in the price of LASIK surgery. In 2004, the price of the surgery 
for one eye was S$2,300. By 2008 the price had decreased to approximately 
S$1,400—a savings of S$1,000 per operation per eye.27

Intervene  Directly  in  the  Healthcare  Sector,  When  Necessary,  Where  
the  Market  Fails  to  Keep  Healthcare  Costs  Down

I view Singapore’s chosen approach to the healthcare market as a kind of 
highly-calibrated capitalism. Government intervention is sanctioned in 
certain circumstances to correct or redirect the market. This approach is seen 
in the fact that it funds public hospitals and other care facilities but also 
encourages the participation of private hospitals and clinics. 

Situations that might demand government action included preventing 
an oversupply of healthcare services, moderating demand, and creating 
incentives to keep costs down. The White Paper also recommended that 
the government regulate specifics of the system. For example, over the years, 
intervention has included creating and adjusting medical savings programs, 
sponsoring insurance programs, providing subsidies to hospitals and 
polyclinics, determining the number of beds and their distribution in public 
hospitals, funding new medical schools, regulating the number and type of 
doctors who can practice in the country, and regulating and limiting the type 
and number of private insurance programs available to Singaporeans. 

I will provide a closer look at a number of these practices for the 
development and maintenance of the system in subsequent chapters. But first, 
in the next chapter, I will walk you through the specific programs that make 
it possible for Singaporeans to pay for their care: Medisave and MediShield, 
as well as the safety net for those who cannot afford care: Medifund. 

* * *

Chapter  1:  KEY  POINTS

• Singapore has built and maintains a high-quality healthcare system at 
a lower cost than any other high-income country in the world

• Four factors have enabled Singapore to achieve its remarkable health-
care goals:
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º Political unity, constancy of purpose, and a culture of cooperation 
within government

º Ability to recognize and establish national priorities, giving the 
economy time to grow before investing heavily in healthcare

º An overwhelming desire for collective well-being and social 
harmony

º Attention to the rights, education, and health needs of women
• Singapore’s then Prime Minister Lee Kuan Yew envisioned a system 

that would not be “free” to consumers and would not contribute to a 
welfare state mentality nor diminish the people’s desire to achieve and 
succeed 

• Early actions to build the system included: 
º Moving primary care to a network of outpatient clinics
º Charging patients for visits to clinics
º Sending doctors abroad to train in specialties
º Upgrading and updating care facilities
º Solving the housing crisis

• Singapore’s National Health Care Plan, issued in 1983, set forth 
strategies for keeping care affordable and meeting the demands of a 
growing and increasingly affluent population. It also:
º Restructured the public hospital system, granting more autonomy 

to hospitals and promoting competition among them
º Introduced Medisave, a medical savings account that enabled 

individuals to put away money to pay for their healthcare
• The blueprint for Singapore’s current healthcare system was published 

in 1993 as a White Paper entitled Affordable Health Care. It announced 
five objectives and set forth plans for implementing each:
º Become a healthy nation by promoting good health
º Promote individual responsibility for one’s own health and avoid 

overreliance on state welfare or third-party medical insurance
º Ensure good and affordable basic medical services for all 

Singaporeans
º Engage competition and market forces to improve service and raise 

efficiency
º Intervene directly in the healthcare sector when necessary, where 

the market fails to keep healthcare costs down
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CHAPTER  2

High  Quality,  Low  Cost

��

Lee Kuan Yew wanted Singapore to achieve excellence—“first world 
standards” as he put it in his memoirs. Only then, he believed, would his 
young country survive and thrive. There is no doubt in my mind that the 
standards he desired for his city-state have indeed been met, and healthcare 
is one good example. Singapore now has a First-World healthcare system, 
rated sixth in the world by the World Health Organization and ahead of 
most high-income economies.1 By most common measures, the nation has 
achieved noteworthy outcomes in all areas of healthcare. It has increased the 
life expectancy of its citizens; increased infant survival rates, and achieved 
one of the lowest under-five mortality rates in the world. Singapore’s 
cancer survival rates are similar to Europe’s, while its cardiovascular disease 
death rate is half that of the rest of the Asia Pacific region. As I will show 
throughout this chapter, Singapore produces world-class outcomes on par 
with the most-developed nations of the world, but it does so at a fraction of 
the cost usually associated with high-quality care. 

A quick look at cost comparisons with other nations brings the point 
home. Countries like the United States and the United Kingdom struggle 
with the budget-busting, ever-rising cost increases of providing care. The 
United States, for example, spends almost 18 percent of GDP on healthcare. 
Singapore, on the other hand, spends slightly under four percent of GDP. The 
government’s expenditure for healthcare has been slightly under one percent, 
far less than other most developed countries. It is, however, beginning to 
break the one percent barrier, coming in at just under 1.5 percent in 2010.2 

I would like to begin our exploration of the Singapore healthcare 
system’s achievements with a close-up look at some representative outcomes 
(see Table 2.1), how they have improved over the years, and how they 
compare with other nations in the region and around the world. 
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Table 2.1



��            Affordable  Excellence

Life  Expectancy

The number of years we may be expected to live is of utmost interest to all 
of us, and is a key measure of the efficacy of a nation’s healthcare system. 
A Singaporean woman can now expect to live until 84, versus 66 in 1960. 
Singaporean men also live longer—up to 79 years, versus 62 in 1960. This 
enhancement of life is a direct result of the quality of healthcare services, 
but the system must share some credit with the improved standard of living, 
improved sanitation, good quality water, and a cleaner environment. Such 
improvements were part of a well-thought-out effort to raise the quality of 
health of all Singaporeans.

Singaporeans now live two to three years longer than the citizens of 
the UK and the US. They also live longer than inhabitants of other high-
income economies, with the exception of Japan and Hong Kong, where life 
expectancy is up to 83 years. 

In the Asia Pacific region, there is a dramatic divide among nations. 
On one side are countries like Japan, Singapore, Hong Kong, and Australia 
where people live beyond 80 years, and on the other are lower-middle-
income countries where citizens can only expect a lifespan of about 70 years. 
Then there is the case of India, where the numbers are even less promising, 
with men living until 63, women to 66 (see Table 2.2). 

Newborn  and  Infant  Mortality  

Another key measure of the success of Singapore’s healthcare initiatives is 
the vastly improved survival rate among newborns and infants. A number of 
factors affect infant mortality, such as health of the mother, maternal care, 
and birth weight.

The newborn mortality rate per 1,000 live births in Singapore declined 
from five in the 1990s to just one in 2009. The United Kingdom, Australia, 
and Canada had the same mortality rate of five in the 1990s, but by 2009 
had declined to three in the United Kingdom and Australia, and four in 
Canada. In the United States, the rate stands at four. Singapore’s infant 
mortality rate (the probability of dying in the first year per 1,000 live births) 
has fallen from 36 in 1960 to just over two in 2009; a decrease of almost 94 
percent in just under 50 years. Aside from Japan among the high-income 
economies, Singapore has the lowest neonatal and infant mortality rate for 
both sexes. Over the past 20 years, the upper-middle and lower-middle-
income economies throughout Asia have achieved major reductions in infant 
mortality rates, but they still remain very high—50 for example, in India, 30 
in Indonesia, 17 in China, and 12 in Vietnam (see Table 2.3).

Maternal mortality rates have also declined precipitously, from 86 
deaths in 1950 to 12 deaths in 1975, to 3 in 2008. 
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Table 2.3
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Under-‐Five  Mortality  Rate

This measure is an indication of the probability of dying by age five per 1,000 
live births, and Singapore has achieved one of the lowest rates in the world. 
With ten deaths among men and eight among women in 1990, Singapore’s 
current rate is three for men and two for women. Japan’s numbers are similar, 
whereas the United States stands at eight for men and seven for women. The 
United Kingdom is at six for men and five for women. Under-five death 
rates are generally lower for women, even in the upper-middle and lower-
middle-income countries with the exception of China and India. Within 
some countries, the disparities based on income are very large. For example, 
in India, children in the poorest 20 percent of the population are three times 
more likely to die before turning five as those in the richest 20 percent (see 
Table 2.4).

Childhood  Diseases

Through the National Childhood Immunisation Programme, most childhood 
diseases have declined, with diphtheria, neonatal tetanus, poliomyelitis and 
congenital rubella virtually eliminated.3 

Adult  Mortality  Rate

Singapore’s adult mortality rate (defined as the probability of dying between 
the ages of 15 and 60 per 1,000 population) is significantly lower than the 
rest of Southeast Asia and even lower than developed countries. The rate has 
halved since 1990 and now stands at just under 60. The United States, by 
contrast, is just over 100 and Australia just over 60. Among the nations of 
Southeast Asia, there are very large variations in the rate—much greater than 
that observed for child mortality. Very high rates include India and Thailand 
at about 200 and China well over 100 (see Table 2.5).

Number  of  Physicians  and  Hospital  Beds

Singapore performs well on other health indicators related to system 
infrastructure, including hospital beds available and physicians serving the 
population. A common measure of both is the number of beds or number 
of physicians (physician density) per 10,000 population. Another and 
perhaps more accurate way to find the ratio is to use the total number of 
beds in the acute sector in 2011 while excluding those in the Community 
Hospitals and the Chronic Sick Hospitals. Dividing the acute sector beds 
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by the total Singapore population, we find a 1 bed-to-10,000-population 
ratio of about 20. Other developed countries have similar numbers, but 
Japan stands out with an extraordinary 140 beds. For Singapore, these 
numbers are derived from taking the total number of beds, including 
Community Hospital and Chronic Sick Hospital beds, and dividing by the 
resident population of Singapore, resulting in a 1 bed-to-10,000-population 
ratio of about 30.  

Singapore is home to over 9,000 doctors according to the Singapore 
Medical Council, scoring a physician density rate of just over 18—higher 
than China, Malaysia, Thailand, and most other countries in the region, but 
behind the US and other high-income economies (see Table 2.6).

The number of physicians and hospital beds in the Singapore system 
is purposely kept in check to avoid oversupply and the too-easy availability 
of doctors or of beds. The idea behind this action is to prevent excessive and 
undue use of healthcare services. I will have more to say about this approach 
later in the book.

Cancer

With respect to one of the biggest killers of all—cancer—Singapore is 
making great strides. Overall, the country’s five-year age standardized 
relative survival ratio for men improved from 14 percent in 1973–77 to 45 
percent in 2003–07; the ten-year ratio improved from about 15 percent in 
1978–82 to 41 percent in 2003–07. For women, the five-year ratio went 
from 28 to 58 percent during the same periods, and the 10-year numbers 
improved from 26 to 53 percent in those same 1973–77 and 2003–07 
periods.4 

While the Asia Pacific region contributes to half of all cancer deaths, 
survival is highest in Singapore, China, and South Korea with regard to 
cancers where prognosis depends on the stage of diagnosis. Survival rates 
in the three countries are in the 80 percent range for breast cancer, 60 to 80 
percent for cervical cancer, 70 to 80 for bladder cancer, and 44 to 60 percent 
for large bowel cancers.5

One interesting comparison I found is that Singapore’s one- and five-
year relative survival ratios for nasopharyngeal cancer in both genders are 
higher than in the United Kingdom. Singapore performs at par with Europe 
for rectal, colon, and lung cancer five-year relative cancer survival rates, for 
cases diagnosed in 1995–99. And it performs better than Europe in stomach, 
liver (male five-year RSR), and ovarian cancer. Unfortunately, the county lags 
in bladder, corpus uteri, and female breast cancer survival rates. 
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Cardiovascular  Disease

Cardiovascular disease is one of the main causes of deaths in developed 
countries. In the Asia Pacific region, the disease now accounts for as much 
as one-third of all deaths. In 2004, death rates in Japan, Australia, Singapore, 
and the Republic of Korea were lower than 200 per 100,000 people in 
contrast to the majority of countries in the region where it exceeded 400 
deaths per 100,000.6

Singapore does not do quite as well with in-hospital case-fatality 
(within 30 days of admission) rates for acute myocardial infarction—with a 
rating of almost nine per 100 patients in 2007. Korea did slightly better with 
a rate of eight for the same year. Patients in United Kingdom and United 
States had lower fatality rates: just over six in the United Kingdom for the 
same year, and just over five in the United States in 2006.7

Ischemic stroke patients in Singapore had an in-hospital case-fatality 
rate of five, versus the United States’ four (2006), and Korea’s just over 
two. Korea attained a hemorrhagic stroke case-fatality rate of 11 versus 
Singapore’s 25, with the United States at about 25 as well (see Figures 2.1, 
2.2, and 2.3).

New  Challenges

Singapore’s success is also less clear in some of the newer health concerns 
arising among the populace. Diabetes is an example. Singapore’s diabetes rate 
continues to rise, increasing by three percentage points between 2004 and 
2010. As of 2010, over 11 percent of Singaporeans have been diagnosed as 
diabetic. This finding trends in parallel with increased obesity, which jumped 
almost four percentage points in the same time period to almost 11 percent 
of the population.8

Quality  of  Care  

Not only does Singapore perform well in terms of achieving world-class 
outcomes, the quality of care as experienced by consumers is also one of the 
system’s highest accomplishments. The Ministry of Health regularly conducts 
“Patient Satisfaction Surveys” to gauge the sentiments of the consumers 
of its health services. The seventh Patient Satisfaction Survey was done in 
2010. It assessed the level of patient satisfaction, compared performance 
of the different healthcare institutions, and gathered feedback for service 
improvement. The survey found that over 75 percent of patients were satisfied 
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with the services at the public hospitals, polyclinics, and national specialty 
centers. Further, almost 80 percent would recommend the services of public 
healthcare institutions to others9 (see Chart 2.1).

Confirming what Singapore’s own self-assessments reveal, a World 
Health Organization report on comparative health systems issued in 2000 
ranks Singapore’s sixth globally in terms of overall performance. By compari-
son, the United States ranks 37, the United Kingdom 18, and Japan 10.10 

Singapore’s  Healthcare  Expenditure

Good healthcare is expensive, and many of the most-developed nations of the 
world are finding that the ever-rising costs for quality care are unsustainable. 
Singapore, on the other hand, has deftly managed to keep its costs low 
without sacrificing quality. In fact, it has achieved that exceptionally high 
rating from the World Health Organization while spending less per capita 
than any other high-income economy. 

In spite of rising costs everywhere—due mainly to demographic trends, 
new and expensive technology, and changing disease patterns, Singapore,     
I am pleased to see, continues to spend less than four percent of GDP for 
healthcare, by far the lowest figure among all other high-income countries 
in the world. 

The United States, by contrast, spends almost 18 percent of GDP 
annually—a huge price to pay that is currently causing bitter controversies 
and political battles as the nation debates its future approach to care. 

When it comes to prices of specific procedures, one can immediately 
see the differences that exist in Singapore’s costs vs. the United States. For 
example, the cost of an angioplasty in the United States is almost $83,000, 
while in Singapore the cost is about $13,000. A gastric bypass in the United 
States is almost US$70,000, while in Singapore the cost is $15,000 (these 
figures are in US dollars and include at least one day of hospitalization).11 

See Table 2.6a for more cost comparisons.
Singapore’s total national health expenditure as a percentage of GDP 

is comparable to that of the upper-middle (China–Malaysia), and lower-
middle-income countries (India–Philippines), but the health outcomes 
achieved are on par with those delivered by the highest-income countries 
in the world.

Singapore’s per capita expenditure was just over US$2,000 in 2009. 
Comparison figures with other counties are available for 2008 and show that 
the United States spent the most per capita at just over US$7,000. Other 
developed countries on average spent over $3,000, except for Japan, which 
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spent well under $3,000. In the lower-middle-income countries, the figure 
falls as low as $90, for example, in Indonesia. Singapore, in contrast, spent 
just over US$1,800.

Figures on government-only expenditure for the world’s healthcare 
systems also show Singapore as the leader in keeping costs under control. 
Per capita studies reveal that in 2008, the government spent over $600 for 
care, while the United States spent almost $3,500, the United Kingdom over 
$2,600, Japan about $2,300. Asia Pacific figures range from $274 in Malaysia, 
$126 in China, down to $40. The Singapore government expenditure as a 
percentage of total government expenditure was around eight percent (see 
Tables 2.7, 2.8, and 2.8a). 

Private expenditure in Singapore amounted to around 65 percent of 
the total national expense (2008). Note that this includes payments out of 
the government-run MediShield scheme and related insurance schemes, 
Medisave accounts, and other private insurance schemes or employer-
provided medical benefits. The figure for the United States is 52 percent, 17 
percent for the United Kingdom, and 18 percent Japan. Singapore’s relatively 
high private expenditure is a direct result of the government’s efforts to shift 
more of the cost burden to consumers than do most other countries. The 
approach is a fundamental strategy for keeping public expenditures down and 
curbing unnecessary usage. I would have to say that the approach is working. 
Later in the book, I will take a much closer look at this strategy, as well as 
the system’s guiding principle of encouraging individuals’ responsibility for 
their own care.

I find it interesting that the figures for private healthcare expenditure in 
lower-middle-income countries are also substantial, but for a different reason. 
The underdeveloped public healthcare infrastructure in these countries and a 
general lack of faith in the system cause citizens to gravitate toward private 
healthcare services and to pay for their own care. In India, private expendi-
ture was as high as 67 percent in 2008; in the Philippines it amounted to 
around 65 percent.

Singapore’s  Advantages

Along with its excellent system of medical care, Singapore has developed 
an infrastructure that helps support healthy living and general wellness: an 
inexpensive and affordable mass transit system, neighborhood wet markets 
(fresh food markets) and supermarkets that carry affordable fresh fruit and 
vegetables, islandwide park connectors and HDB exercise stations, Ministry-
funded community centers in every neighborhood, and close proximity to 
family and other support systems. 
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In addition, Singapore’s economy and environment have played a role 
in its healthcare achievement. The country’s wealth, high employment rate, 
compactness and lack of rural areas, and relatively low number of immigrants 
give it some advantages in its continuing efforts to nurture and sustain the 
excellence of its system. 

Singapore’s government leaders, ministers, and care professionals 
have developed a healthcare system with some of the best outcomes in the 
world, and as I have explained, with far less cost to the economy than might 
reasonably be expected. In the following chapters, I will explore how exactly 
they accomplished this extraordinary feat.

* * *

Chapter  2:  KEY  POINTS

• Singapore’s healthcare system has achieved First World standards at a 
lower cost than any high-income country in the world

• The system has achieved excellent outcomes by most common 
measures:
º Increased life expectancy of its citizens
º Increased infant survival rates
º One of the lowest under-five mortality rates in the world
º An adult mortality rate lower than any nation’s
º Hospital beds ratios similar to the United States’ 
º Cancer survival rates similar to Europe’s
º Cardiovascular disease death rates half of most countries in the 

region
• Singapore’s quality of care is excellent:

º Most consumers of its services report a high level of satisfaction
º It is ranked sixth in the world by the World Health Organization

• Cost of care has been kept low while achieving very high quality:
º It spends less per capita than any other high-income nation
º The government outlays per capita for the system are a fraction of 

what developed nations spend
º Private expenditure is relatively high compared to many countries, 

in keeping with the government philosophy that people must be 
responsible for their own care
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Helping  PaƟents  Pay
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The success of healthcare in Singapore today is largely due to the govern-
ment’s creative use of the Central Provident Fund. The CPF’s medical savings 
component, called Medisave, makes it possible for Singaporeans to pay for 
much of their own medical care. Medisave is, in essence, a compulsory 
savings account. The government sets contribution rates for workers and their 
employers as a percentage of wages. Once in their accounts, the money may 
be used to pay for personal and family healthcare—always along carefully-
established guidelines.

As mentioned in Chapter 1, the Central Provident Fund was first 
introduced under British colonial rule and functioned as a simple, mandatory 
retirement savings plan. Workers contributed five percent of their wages into 
the Fund, and their employers matched the amount.1 The nest eggs grew 
through these combined contributions plus interest paid on the balances. 
When participants reached 55, people could begin withdrawing the money 
to help pay for retirement. 

Soon after independence, the government expanded the scope of 
the CPF and turned it into a vital factor in improving the lives, living 
conditions, and health of Singaporeans. It was determined early on that 
compelling health savings would play an increasingly larger role in the lives 
of the people, and it became a central part of long-term planning. Changes 
to the Fund were to be introduced in small doses over the years, so as not 
to cause concern and confusion among the population and to make them 
more acceptable. As wages rose, so too did the percentage of the salary 
contribution to the CPF. However, the increases were carefully calibrated so 
that an increase in wages always meant a net increase in take-home pay.2 

The first significant step was taken in 1968 when, for the first time, 
in addition to retirement expenses, workers were allowed to use a portion 
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of their CPF to help purchase apartments built by the Housing and 
Development Board. Since then, the rules governing the Fund have been 
changed to allow workers to use their savings to also pay for healthcare, 
approved insurance schemes, and education.

When employed Singaporeans and their employers make their monthly 
contributions, the money is dispersed into three accounts: Ordinary Account: 
to be used to buy a home, pay for CPF insurance against death and disability, 
investment and education; Special Account: for old age and investment in 
retirement-related financial products; and Medisave Account: to be used for 
healthcare expenses and approved medical insurance.

The mandatory allocation among the three accounts changes according 
to the age of the participant. 30-year-olds see their total contribution divided 
as follows: 23 percent of wages to the Ordinary Account; six percent to 
the Special Account; and seven percent to Medisave. For 50-year-olds: 19 
percent to Ordinary; eight percent to Special; nine percent to Medisave. The 
“percent of wage” figures represent the combined contribution of employee 
and employer. 

I will focus on the Fund’s healthcare components and the central 
role they play in maintaining the health and wellness of Singaporeans. 
The component parts that impact healthcare include: medical care savings 
programs (Medisave); supplemental catastrophic, chronic, and long-term care 
insurance programs (MediShield); as well as funds for paying healthcare costs 
for the poor (Medifund). Together, they are known as the 3Ms—Medisave, 
MediShield, and Medifund—and I believe they play an integral role in 
the success of the system. Private insurance plays a limited role, and I will 
examine it as well. 

What  PaƟents  Pay  For

The government provides access to a basic level of care and subsidizes most 
of its cost so that no one goes without fundamental healthcare. However, as 
I have discussed, the system is designed to make sure patients do contribute 
to the cost of their care. In addition, as part of the system’s choice initiative, 
patients are allowed to spend their own money on care beyond the basic level, 
including amenities in public hospitals, private hospitals, private doctors, 
and other services. They pay the costs using their own money, Medisave 
funds, and approved health insurance within the limitations established by 
guidelines, which I will explain in this chapter. No one, then, is obligated to 
stay with the publicly subsidized programs if they are willing to pay for some 
things beyond what they offer. 
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The public hospitals provide a good example of how the system works. 
Wards are classified by amenities and level of government subsidy provided. 
There are five ward classes: A, B1, B2+, B2, and C. A costs the patient most, 
and C the least. A-class patients have a private room with a bathroom, air 
conditioning, and access to private doctors of their choice. C-class patients 
are in open wards, eight to nine in a room, sharing a bathroom, and without 
air conditioning. Their doctors are assigned to them.

There is no government subsidy for A-class patients, while those in 
C-class receive a subsidy of up to 80 percent of inpatient ward charges, 
drugs, and other medical treatment. C-class patients also receive subsidies 
on surgical procedures and on physicians’ fees. In all the other wards between 
A and C, amenities and choices decline as the subsidy increases. Financial 
means testing is used to determine eligibility for subsidy for anyone seeking 
admittance to C and B2 wards. I will provide more details on all this in a 
later chapter.3

Medisave

Medisave was the first health-related expansion of the Central Provident 
Fund. Initially unveiled in 1983 as part of the National Health Plan, 
Medisave was created as an account within an individual’s CPF. At the 
time, Medisave was the first of its kind in the world. It contained a simple 
and powerful idea: help the people of Singapore save for their healthcare 
expenses, just as the Central Provident Fund helped people save for 
retirement. I view Medisave as an initiative in keeping with the national 
philosophy encouraging self-reliance, personal responsibility, and family 
responsibility. Since it was determined by the architects of the system early 
on that individuals would pay for most of their healthcare cost after heavy 
government subsidy, the government saw Medisave as a way to ensure 
everyone would have money to do so. 

ContribuƟons  to  Medisave

Under Medisave, workers and their employers contribute a specified 
percentage of monthly wages to the individual’s CPF account of which a 
certain portion, as I pointed out above, goes into Medisave. Contributions 
are based on the age of the employee. As of 2012, workers up through age 
50 contribute 20 percent of their wages, and their employers add another 
16 percent for a total contribution equaling 36 percent of their wages. The 
money is divided into the three abovementioned accounts, with the Medisave 
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account receiving between 7 and 9.5 percent of the wage depending on 
age. The worker contribution is lowered to 18.5 percent for those over 50 
through 55, and the employer rate drops to 14 percent, with 9.5 percent 
going to Medisave. Above age 65, employee contribution drops to five 
percent, employers 6.5 percent, with 9.5 percent of wage going to Medisave 
(see Table 3.1). This is not considered to be a tax by the Singaporeans I have 
met, no more than are the 401k plans of the United States.

All the savings are tax exempt, both at the time of deposit and of 
withdrawal, and they are guaranteed to earn a fixed interest rate established 
by the CPF Board with a minimum rate of 2.5 percent. In recent years, the 
rate had stayed at 4 percent. The rate is often pegged to the average yield 
of specifically-designated Singapore Government Securities. Self-employed 
individuals initially were excluded from Medisave, but beginning in 1992, 
anyone earning above S$6,000 a month was also required to contribute. The 
self-employed must declare their income to the government and from there 
a determination is made on the amount of their Medisave contribution. 

The government sets a maximum amount that individuals can accu-
mulate in their Medisave account. The maximum specified for Medisave is 
presumed to be adequate for an individual’s projected future healthcare needs, 
freeing up the person’s other funds to go toward other retirement purposes. 
In 2012, it was fixed at S$43,500, but the ceiling is adjusted yearly to take 
into account the impact of healthcare inflation and to ensure that account 
holders have sufficient savings by the time of retirement. Contributions be-
yond the ceiling are transferred to other CPF accounts.4

The government also sets account minimums; this is the amount 
individuals must retain in their Medisave accounts when they make a 
withdrawal of CPF savings. In 2012, it required participants 55 and over to 
have at least S$32,000 in their accounts. If that minimum is not met, then 
the account must be topped-up before withdrawals from excess savings 
in other CPF accounts will be allowed. Account holders need to name a 
beneficiary to whom the funds are passed upon death, or the funds will be 
distributed in accordance with intestacy laws. 

Puƫng  Medisave  Funds  to  Use

Although dollars put into a Medisave account belong to the contributing 
worker, the government has issued tight guidelines over how the money 
can be spent. But as part of an ongoing task, it remains responsive to the 
healthcare environment and continually revises the guidelines on how funds 
can be used as conditions change. All this while keeping to its principle of 
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balancing affordable healthcare against over-consumption and preventing the 
premature depletion of Medisave funds. 

A Singaporean may use his Medisave to pay for certain medical 
expenses. Immediate family members (spouse, parents, and children) are 
allowed to draw upon each other’s accounts. Initially, Medisave could only 
be used to pay for charges for a hospital stay in the highly-subsidized wards. 
Gradually it was extended to include other hospital ward classes but subject 
to maximum daily limits. Now it can be used to pay for hospitalization 
charges as well as specified outpatient expenses. Medisave can presently be 
used for medical and surgical inpatient cases, approved day surgeries, and 
psychiatry treatment. Stays in approved community hospitals, hospices, 
maternity, and day rehabilitation are also eligible. Also allowed are treatment 
in approved day hospitals, outpatient treatments of approved chronic diseases, 
vaccinations, outpatient MRI scans, CT scans and other diagnostics for 
cancer patients, assisted conception procedures, and renal dialysis treatment. 
Cancer patients may use Medisave for radiotherapy, radio surgery, and 
chemotherapy. Also eligible are HIV anti-retroviral drugs, desferal drug 
and blood transfusion for Thalassemia treatment, hyperbaric oxygen therapy, 
outpatient intravenous antibiotic treatment, long-term oxygen therapy and 
infant continuous positive airway pressure therapy, immune-suppressants for 
patients after organ transplants.5 Medisave and insurance do not cover the 
costs of consultation alone. Patients generally pay out of pocket if they wish 
to seek a second opinion.

Recent guideline changes have reflected the changing demographics 
of the nation and the changing needs of the populace, as well as voter 
sentiment. Some examples:

Women 50 and over may spend up to S$400 from their Medisave for 
mammogram screening. The usual cost at polyclinics is S$100. However, 
the test is offered at a subsidized rate of S$50 for citizens and S$75 
for permanent residents.6 To address the increase in chronic diseases as 
Singapore’s proportion of elderly people grows, a new program helps pay 
for outpatient treatment of common chronic conditions: diabetes mellitus, 
hypertension, lipid disorders, stroke, asthma, chronic obstructive pulmonary 
disorder, schizophrenia, major depression, bipolar disorder, and dementia. 
The program provides incentives for people to seek structured treatment 
and management of their chronic diseases at the primary care level, where 
better disease management can help reduce the need for hospitalization. 
A S$30 deductible and a co-payment of 15 percent of the total bill still 
needs to be paid by the individual, but Medisave can be used to pay the 
remaining balance of the bill. Up to ten family-related accounts can be 
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drawn upon, and the annual withdrawal limit is capped at S$400 per year 
for each account.7

In Singapore, the birthrate has been well below replacement levels 
for many years, a matter of great concern for the future of the country. The 
total fertility rate in 2011 was just over one child per woman. A rate of two 
children per woman is considered necessary to keep the population at current 
levels. Rates below two children indicate that the population is decreasing 
with a growing percentage of older people.8 Furthermore, Singaporeans are 
marrying later, having children later, or choosing to have fewer children.9 

In a demonstration of the system’s willingness to respond to the 
financial and healthcare needs of its current citizens, as well as the state’s 
own need to increase the numbers of its future citizens, the government 
has introduced a number of programs. Among them: the government has 
extended the use of Medisave dollars to fertility treatments as well as to 
maternity care. Medisave can now be used to pay for delivery expenses as well 
as pre-delivery medical expenses. Up to S$450 can be withdrawn for each day 
of the hospital stay, an additional amount for the delivery procedure itself, 
as well as an additional S$450 for pre-delivery medical expenses. Payments 
for assisted conception procedures are also allowed: S$6,000, S$5,000, and 
S$4,000 can be withdrawn for the first, second, and third claims respectively 
(see Table 3.2).10

MediShield will for the first time cover congenital and neonatal 
conditions, and newborns will have a government-paid S$3,000 Medisave 
account.11

The Marriage and Parenthood Package 2013, a S$2billion/year 
program, has also been introduced to encourage childbearing. Components 
include a baby bonus—a cash gift given to married couples on the 
birth of each of their children. Couples receive S$6,000 for each of the 
first and second children, and S$8,000 for each of the third and fourth 
children. Additionally, the couple may open a savings account, called a 
Child Development Account, for each of their children. Parents may 
contribute to the account and receive dollar-for-dollar matched donations 
from the government capped at S$6,000 each for the first and second 
children, S$12,000 for the third and fourth children, and S$18,000 for 
each subsequent child. The savings may be used to pay for approved early 
childhood education and healthcare expenses.12

Most childhood vaccinations are free-of-charge, while vaccinations 
for Hepatitis B, Pneumococcal disease, and the human papillomavirus are 
not. But Medisave can be used to pay for all three and no co-payment or 
deductible is required.13
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Sharing  Medisave  among  Family  Members

Medisave was designed to allow families to share the benefits of the program 
as well as the burden of healthcare costs, allowing families to pool risks 
amongst themselves. Statistics from 2010 show that family members are 
taking good advantage of the plan and are making use of accumulated dollars 
in each others’ accounts. According to the CPF Board, about one million 
medical bills were paid in 2010, and about S$625 million were withdrawn 
from Medisave accounts to pay those bills. 56 percent of the total dollars 
came from patients’ own accounts, while the remainder was taken from the 
accounts of patients’ children, spouses, parents, and grandchildren. Patients 
younger than 55 tended to draw principally from their own accounts and 
from their spouses’, while older patients used their own accounts and those 
of their children (see Chart 3.1).

Government  ContribuƟons  to  Medisave

Another example of the government’s responsiveness to changing conditions 
is that from time to time it provides grants or “top ups” directly into 
Singaporeans’ Medisave accounts. 

In the 2011 budget, a “Grow and Share Package” was announced with 
the declared intention of sharing the nation’s prosperity with the people 
by contributing money to their Medisave accounts. The plan principally 
benefited lower and middle-income citizens, and only those aged 45 and 
above. Annual income and the value of the individual’s home were taken 
into consideration to determine the amount to be received. It was estimated 
that the majority of Singaporeans would be given from S$200 to S$700 
each. This measure would aid well over one million Singaporeans and cost 
the government about S$500 million (see Table 3.3).14

Since 2007, the government also provides regular annual Medisave top-
ups under the Workfare Income Supplement scheme, a permanent scheme 
to supplement the wages and CPF savings of older low-wage workers. In 
the 2012 budget, the government further introduced additional assistance for 
low-income Singaporeans through the GST Voucher Scheme which helps to 
offset up to half of the GST paid each year. The assistance includes an annual 
Medisave top-up ranging from S$150 to S$450 to help low-income elderly 
Singaporeans aged 65 and above with their healthcare expenses.15

Self-employed persons were also given some benefit in the package. 
Tax deductions were granted to eligible companies that made voluntary 
contributions to the Medisave account of employees, capped at S$1,500 per 
person per year. No tax would be due from the recipients (see Table 3.4). The 
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government has made it clear, however, that measures such as the Medisave 
top up are undertaken at its own volition and should not be considered a 
right of citizens or an ongoing obligation of the government. Individuals 
must continue to be responsible for their own health and their own health-
care costs. 

Medisave’s  Effect  on  the  System

There is little doubt that the manner in which medical care is paid for has 
an impact on costs. Singapore has countered rising healthcare costs to a 
far greater degree than in all other high-income countries. Perhaps when 
people have to spend their own money, as the Singapore system requires, they 
tend to be more economical in the solutions they pursue for their medical 
problems. In contrast, in countries with third-party reimbursement systems, 
neither providers nor consumers of healthcare bear the major burden of cost. 
Since someone else is paying—government programs, insurance companies—
there is little incentive to be prudent in decisions about which and how many 
tests and treatments are appropriate for a given situation. 

I see Medisave as central to providing citizens a quality of life com-
parable to the most affluent nations of the world, despite the poverty 
and adverse conditions that existed in Singapore in its earliest days of 
independence. By keeping costs down, Medisave has allowed the entire 
system to remain more affordable to everyone, including the government.    
A survey published in 2008 showed that people had a high level of 
confidence in the healthcare system and agreed that care was generally 
affordable, especially at the polyclinics and public-sector hospitals. There 
was some growing concern, however, that tertiary care—specialty care—was 
less affordable.16

Some, however, disagree with this assessment that gives credit to 
the system of medical savings accounts for the success of the Singapore 
healthcare system. One critic has a rather harsh view of the system, saying 
that “the heart of the Singapore system of health funding, with its financial 
discipline, is government control of inputs and outputs and strict rationing 
of health services according to wealth.”17 It is necessary to examine this kind 
of criticism in order to find and eliminate flaws even in a system as laudable 
as Singapore’s.

Medisave has allowed the government to focus assistance programs on 
the very needy who are unable to pay for their own care. I will be examining 
one such program—Medifund—later in the chapter. Medisave has been 
successful in helping people pay for their care and for keeping the cost of care 
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within bounds. I wish I could say that is the end of the story. Unfortunately, 
it is not. Costs keep rising, families keep getting smaller, limiting the ability 
to share Medisave dollars, and people are living longer and needing more 
care. The government, to its credit, saw these problems unfolding and 
decided the people of Singapore needed more help paying bills, especially 
when major, potentially financially-ruinous illnesses struck. Thus, a new 
component—the second M—was added to the Central Provident Fund, and 
that is catastrophic health insurance.

Interestingly, China has exported some of the basic ideas behind the 
medical savings accounts for use in Shanghai. Unfortunately, according to 
one study, the experiment has not been a success. According to the author, 
“With no sufficient safety net and no alternative healthcare coverage, a large 
proportion of Shanghai residents are facing uncertainty. One person’s major 
illness can cause his/her family a disastrous financial burden.” Without 
Singapore’s wealth, its relatively younger population, its higher employment 
rate, its lack of rural areas, and its limited number of immigrants, Shanghai 
has not been able to emulate the effectiveness of Singapore’s use of medical 
savings accounts.18

MediShield—Insuring  Against  Catastrophic  Illness

MediShield is a low-cost medical insurance scheme created in 1990, six years 
after Medisave, and available to CPF members and their dependents. The 
idea behind MediShield is to provide assistance to individuals with prolonged 
illnesses that may require long-term medical treatment—treatment that can 
become very expensive over time and a burden on families, possibly draining 
their Medisave accounts. MediShield, under designated circumstances, 
helps cover a portion of expenses for hospitalization and certain outpatient 
treatments, such as kidney dialysis and approved cancer treatments, such as 
chemotherapy and radiotherapy.

Individuals are automatically insured under MediShield unless they 
specifically choose to opt out, and over 90 percent of the population is 
insured. The government will do more to raise this percentage further.

CPF members can insure themselves and their dependents under 
MediShield if the dependants are citizens or permanent residents—up to 
85 years of age.

As a catastrophic health insurance, MediShield focuses its benefits on 
helping patients pay for treatment of very serious illnesses or for prolonged 
hospitalization in subsidized wards (Class C and B2) of public hospitals—
those providing subsidies of up to 80 percent to Singapore citizens.19 
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Annual premiums for MediShield are not expensive, and Medisave 
funds can be used to pay for them. For example, a 29-year-old pays only 
S$33 yearly; a 49-year-old pays S$114; a 69-year-old pays S$372 (see Table 
3.5). After the end of each policy year, MediShield coverage is automatically 
renewed after the premium has been paid from a Medisave account.

Enrollment must take place before the age of 75. The maximum claim 
limit per policy year is S$50,000, with a S$200,000 lifetime cap. There is 
some concern that the caps are inadequate, and it is possible that they will 
be raised. Additionally, the Ministry of Health is discussing other changes, 
including extending coverage to people with congenital conditions.20

According to the Ministry, members wishing to have more coverage are 
free to purchase Medisave-approved Integrated Shield plans through which 
individuals’ needs can be addressed. They are also free to purchase additional 
non-Medisave-approved policies to cover the deductibles and co-insurance, 
though individuals must pay cash for these plans.21

In keeping with the philosophy that patients must bear responsibility 
for their healthcare, MediShield is not designed to pick up all costs. A 
ceiling is imposed—known as the claimable limit—on the amount that can 
be reimbursed for any given bill. The ceiling is determined by established 
maximum limits per day of hospitalization, surgical procedures, surgical 
implants, and specific treatments. 

An annual deductible against claims must be met and “co-insurance” 
must be paid before MediShield coverage can begin, but Medisave dollars or 
cash can be used to pay these first obligations. Co-insurance is the percentage 
of the bill patients pay on the portion of the bill above the deductible. Co-
insurance for inpatient bills range from 20 percent to 10 percent as the bill 
increases. MediShield then pays between 80 and 90 percent of the claimable 
amount that exceeds the deductible.22

Deductibles do not apply to outpatient treatments. Instead, a 20 
percent co-insurance is imposed. Only certain outpatient treatment charges 
are claimable under MediShield, including, for example, chemotherapy for 
cancer, kidney dialysis, erythropoietin for chronic kidney failure; instead, a 
20 percent co-insurance is imposed. 

Co-insurance, in the view of some, may impose costs that are too heavy 
to bear for many families (see Table 3.6 and Figures 3.1 and 3.1a).

In 2010, the average bill for hospitalization in wards Class B2 and C 
was about S$1,768 after subsidies. It is expected that by ages 56 to 60, most 
Singaporeans will have sufficient funds in their Medisave accounts to cover 
up to ten such hospitalizations. MediShield can be used to pay the rest. 
In 2010, seven out of ten bills could be paid for with MediShield and/or 
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   Helping  PaƟents  Pay            57

Figure 3.1a



��            Affordable  Excellence

Medisave without the need for the patients to pay any out-of-pocket cash 
for their inpatient hospitalization.23 90 percent of all bills were partially paid 
by Medisave and MediSheild in 2011.24

When  More  Coverage  is  Needed

MediShield can be counted on to pay off about 80 to 90 percent of claimable 
amounts in the subsidized Class B2/C wards. But for bills incurred in 
higher ward classes, individuals are encouraged to purchase Medisave-
approved private insurance plans called the Integrated Shield Plans on top 
of MediShield. Integrated Shield Plans are enhanced, government-regulated 
plans that are closely linked and integrated with MediShield coverage. Five 
private insurers offer over 20 enhanced plans.25 Individuals can use their 
Medisave dollars to purchase one (and only one) enhanced plan from among 
these private insurers. Claims are filed directly with the private insurer. A 
buyer can switch enhanced plans subject to approval by the new insurer.

Private  Health  Insurance  

Singaporeans also have the option of purchasing purely private insurance 
from a number of companies. Employers in both the private and public 
sector generally provide this type of insurance to employees as a benefit. 
Even with this coverage, individuals may still enroll in MediShield and 
Medisave-approved Integrated Plans. One typical employer-sponsored plan 
is i-MediCare available from a Singapore cooperative insurance society. It is 
a comprehensive group medical plan covering visits to general practitioners, 
accident and emergency care, specialists, and hospitalization.26

 
ElderShield

Begun in 2002, ElderShield is a long-term disability insurance scheme 
and the government’s response to the growing numbers of elderly in the 
population who may need help to pay for disability care. The scheme provides 
monthly payouts for care of people who are no longer able to perform certain 
daily tasks such as washing, feeding, or dressing themselves.27 Singaporeans 
and permanent residents who are CPF members are automatically enrolled 
into the scheme when they turn 40 years old. Anyone not wishing to 
participate can choose to opt out.

Three private insurers run the scheme, and participants are randomly 
assigned to one of the insurers upon enrollment. Premiums for ElderShield 
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are payable by Medisave dollars or cash. The premiums are affordable, are 
determined by the individual’s age upon enrollment, and do not increase as 
enrollees age. Premiums are to be paid annually until age 65. Members are 
entitled to the benefits within the plan at any age once they have paid the 
requisite premiums (see Table 3.7).28

Covered individuals receive S$400 per month for a maximum of 72 
months to pay for services such as special equipment, home nursing services, 
day rehabilitation, nursing homes, and more. 

I have mentioned that the government is constantly looking for 
ways to improve the system and respond to the needs of the populace. 
ElderShield is an example of that kind of positive tweaking. Originally the 
payout was S$300 per month for a maximum of 60 months, but seeing that 
people needed more help, the payout was increased in 2007 to S$400 for a 
maximum of 72 months.

There is some question whether the new payout is enough. In the run 
up to the 2011 elections, there was concern expressed by an opposition party 
that the S$400 per month payment is too low. Some academics and industry 
experts have also expressed concern. The government plans to review the 
issue in 2013.29

ElderShield Supplements

In 2007, the Ministry of Health also allowed the ElderShield insurers to 
introduce ElderShield Supplements which gave individuals who wanted 
higher payouts to pay for severe-disability care the option to purchase 
additional coverage over and above that already provided by ElderShield. 
The coverage is offered through the same three private ElderShield insurers, 
and policies can be customized. For example, one insurer offers choices of 
monthly payouts from S$600 to S$3,500 (inclusive of ElderShield benefit), 
and a monthly payout duration fixed at 12 years or unlimited lifetime.30

As with the main ElderShield program, the supplements can be paid 
via Medisave though subject to a cap of S$600 per year per person insured, 
or with cash.

Medifund—The  Safety  Net

The third M of the Singapore healthcare systems’ “3Ms” is Medifund, an 
endowment fund established by the government in 1993 to help individuals 
who cannot afford to pay for care in the most highly-subsidized wards 
of public hospitals. It is the system’s safety net, allowing even the poorest 
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Singaporeans to receive a level of care that would otherwise be out of their 
reach. The program was initially funded with a S$200 million contribution 
by the government and now stands at about S$2 billion. Only the income 
generated from the Fund’s principle is used for payouts.31 The government 
continues its interest in helping Singapore’s poorest and contributes 
additional dollars to Medifund from time to time. Contributions are at its 
discretion when budget surpluses are available. But it has recently announced 
the goal increasing the endowment to S$3 billion.32 Medifund is the last 
resort for Singaporeans (only citizens are eligible) who are unable to pay 
for their subsidized healthcare bills even after using their Medisave money 
and their MediShield coverage. Elderly patients who have very low or no 
balances in their Medisave account are given priority for Medifund payouts.33 
Subsidized patients who are unable to pay for outpatient and long-term care 
at approved institutions can also benefit from Medifund.

Medifund  Silver

Recognizing the growing numbers of the elderly in Singapore, the 
government has specifically set aside an amount of money in Medifund 
targeting assistance to individuals aged 65 and older. Named Medifund 
Silver, it was launched in 2007 with an initial amount of S$500 million.34

How  Medifund  Works

The eligibility criteria for patients to qualify for Medifund assistance are: 
the patient should be a Singapore citizen; the patient is receiving subsidized 
treatment; the medical treatment is received in a Medifund-approved 
institution, which includes intermediate and long-term care facilities, 
hospitals and National Specialty Centres; the patient and the family are 
unable to make payments for the medical bills incurred in spite of making 
use of the government subsidies, MediShield, and Medisave.

The Ministry of Health disburses money to the Medifund-approved 
institutions each year, and the Medifund Committee at each institution 
evaluates and approves Medifund assistance to patients. 

Patients can approach the Medical Social Workers at approved insti-
tutions to receive help in navigating the application process for financial 
assistance. The institutions’ Medifund committees screen and approve or 
reject applications. The amount of aid dispensed to the patient depends on 
the patient’s and the family’s income, the social circumstances of the patient, 
the medical condition, and the healthcare expenses incurred. The members 
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of the Committee are independent volunteers who are active in community 
social work—a good idea, as such individuals are probably more familiar 
with the patients’ situations and better able to make informed decisions. The 
autonomy of the Medifund Committee allows flexibility in decision-making 
but they must comply with the broad guidelines and directives set by the 
Ministry of Health. 

Medifund  Usage

In FY2010, some 480,000 Medifund and Medifund Silver applications were 
approved by the Medifund committees. The vast majority of the applications 
were for outpatient treatment in hospitals and institutions. Over 90 percent 
of the approved applications received “full help,” meaning Medifund and 
Medifund Silver paid for 100 percent of the outstanding subsidized bills 
which the patient could not afford after exhausting all other means of 
payment. In 2009, almost S$65 million were dispersed to patients out of the 
S$75 million granted to healthcare institutions for their use. For inpatient 
treatments, the average assistance provided per application was just over 
S$1,000, and for outpatient treatments the average assistance per application 
was around S$90.

For patients facing serious cashflow problems, public hospitals may 
provide alternative arrangements, including installment payments, for 
example. This safety net is one reason why there is no documented case in 
Singapore of a patient being forced into bankruptcy due to the inability to 
pay for his healthcare bills.35

* * *

Chapter  3:  KEY  POINTS

• Medisave is a mandatory medical savings account for employed 
Singaporeans
º Employees and their employers contribute a specified percentage 

of wages to individuals’ accounts
º Accumulated savings may be used to pay for healthcare expenses 

under established guidelines
º Hospital stays, specified outpatient treatments, chronic illness 

treatments, various diagnostic procedures are eligible
º Immediate family members may share and use the funds in each 

other’s Medisave accounts



   Helping  PaƟents  Pay            ��

º The government from time to time provides “top-ups,” contributing 
to accounts when it is able 

º Helps patients pay for their care and at the same time keeps the 
whole system affordable by preventing overuse and waste

• MediShield is a voluntary, opt-out insurance program that protects 
patients in the case of catastrophic illness 
º Designed to protect patients in the most highly-subsidized hospital 

wards
º Premiums are low and there is a lifetime cap on benefits
º Deductibles, co-insurance, and claimable limits apply
º Additional insurance is available through private insurers
º ElderShield is a private insurance program tightly regulated by the 

government and offers protection against the costs of long-term 
disability care

• Medifund is the system’s safety net
º A multi-billion dollar endowment fund created by the government 

and designed to help the needy with their healthcare bills
º Money from the Fund is provided to approved hospitals, nursing 

homes, and other healthcare facilities which disperse funds to indi-
gent patients according to a strict set of guidelines and priorities
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CHAPTER  4

Controlling  Costs

��

Once a healthcare system is built, it is much more difficult to reduce 
fixed costs, and when those costs spiral out of control, national budgets 
are strained. When nations can no longer support the system they have 
produced, they may need to resort to unwelcome alternatives that can include 
long delays for appointments, testing, and treatment; rationing; limitations 
of service; and even denial of service.

Singapore has mostly avoided these problems. It has had the advantage 
of being able to build its system almost from the start, and of having a far-
thinking government that carefully planned for healthcare, implemented 
its plans and now continually monitors, reassesses, and adjusts as necessary. 
The results have been outstanding. Singapore is well-known for spending a 
relatively small percentage of GDP on healthcare while still achieving world-
class health outcomes. The total healthcare expenditure as a percentage of 
GDP has stayed between three and four percent since 1995. As a point of 
comparison, total expenditure in the United States is almost 18 percent of 
GDP and rising.1

Most of the Singapore government’s spending comprises the subsidies 
allocated to the hospitals and polyclinics, spending on construction of 
healthcare facilities, and human resources. Its rigorous cost controls, as I 
discuss in this chapter, range from wide-scale management of the market, 
to regulations on how new technology is introduced to the public hospitals.

RegulaƟng  the  Healthcare  Marketplace  

Singapore is focused on managing both public and private outlays for 
healthcare while at the same time keeping quality at the highest levels. The 
government’s most consequential approach to keeping prices under control: 
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they have developed a quasi free market within which the healthcare system 
must function. The result has been better efficiency and improved delivery of 
care. Bureaucratic processes and structures have been replaced by a new form 
of healthcare marketplace.2

Public and private hospitals coexist in this market, but most hospital 
care is intentionally directed toward the public side through the patient 
incentives and subsidies I have described. With the ability to set the prices 
of services at the public hospitals, and with the ability to regulate the 
number of public hospitals and beds they provide, the government shapes the 
marketplace. It then allows market forces within that marketplace to regulate 
the private sector, which must not price itself out of the market. The system 
works because the extraordinarily high quality of the public hospitals has 
long been established and is scrupulously maintained. 

One study comparing healthcare systems among the developed Asian 
nations described the Singapore government as “micro-managing provision,” 
ensuring that public hospital charges are kept at acceptable levels, and in 
turn relieving pressure on Medisave accounts. It went on to say that the 
government “uses funding (and hospital ownership) in a calculated manner 
to control service costs and subsidize care, in turn limiting expenditure from 
insurance accounts and providing incentives for private providers to keep 
costs down.”3

The effectiveness of Singapore’s “micro-managing” can also be seen in 
the average cost of basic medical insurance—especially when compared to 
other countries. A study by Deutsche Bank’s Global Markets Research Team 
and reported in Business Insider shows that the average annual premium for 
basic health insurance in Singapore is just under S$88, a cost that is just 
two percent of what Americans pay for their insurance.4 See Table 4.1 for 
more details.

In another effort to keep the system in balance, the government has 
gone as far as allowing Singaporeans—starting in 2010—to use their Medi-
save dollars for care in overseas hospitals (owned by Singapore healthcare 
groups) with tie-ups with Singapore-based healthcare groups, where costs 
are much lower. This freedom allows Singaporeans the opportunity to benefit 
from lower prices and also provides a check on the costs in hospitals in 
Singapore itself. In order to take advantage of this opportunity, Singaporeans 
must first be referred by the healthcare groups’ referral centers in Singapore.5 
According to the Ministry of Health, some 127 Singaporean residents used 
their Medisave for elective hospitalization and day surgeries in Malaysia. 

Former Health Minister Khaw Boon Wan has said that the public 
sector should always play the dominant role in providing care services, but 
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there needs to be a private healthcare system to challenge it. In his view, 
the public sector is necessary to set the ethos for the entire system—which 
should not only be about maximization of profits, a primary focus of the 
private sector. It is the public side that tends to set boundaries and standards 
for ethics within the system. 

Khaw takes the view that where the private sector does dominate, it 
will inevitably influence the government and public policy to serve its own 
interests. If the public healthcare system is too small, it becomes the “tail 
that tries to wag the dog.” Once a private healthcare system becomes the 
dominant entrenched player, it is very difficult to unwind it—there are many 
vested interests and many pockets will be hurt.6

A dominant private sector inevitably forces higher costs and higher 
expenditures on the part of the government and patients, and Singapore has 
done an effective job of avoiding this problem. 

Early  Failures  of  the  Free  Market

Achieving the public–private balance that now works so successfully in 
Singapore took time and some major adjustments over the years. From the 
mid-1980s, the government “restructured” the public part of the system, 
giving autonomy to the hospitals for making management decisions, 
recruitment decisions, fixing staff remuneration, and more. The belief was that 
a measure of autonomy would allow public hospitals to compete effectively 
against one another and, in keeping with classic free market philosophy, keep 
costs down and the quality of services high in order to attract patients.

This freedom did lead to more competition, but it also had unexpected 
results: an increase rather than a decrease in healthcare costs. It turned out 
that, in their efforts to attract patients, hospitals resorted to buying expensive 
technology, offering new and expensive services, recruiting prominent 
physicians, decreasing the number of subsidized ward classes (where the 
less affluent went for care), and focusing attention on unsubsidized “A class” 
wards (that appealed to the well-off )—where they could make more profit! 
The “free market,” it was found, did not function the way it was supposed to 
when it came to healthcare.7

The private hospitals’ profit-making approach to care and rising 
healthcare costs were addressed in the Affordable Healthcare White Paper 
of 1993, which called for greater, direct government intervention in the 
marketplace. In the rest of this chapter, I will examine the efforts by the 
government to administer the quasi free market in healthcare and the other 
tools it uses to keep costs within reasonable bounds.
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Financial  Controls  on  Public  Hospitals

In order to ensure that the hospitals do not neglect the subsidized wards in 
favor of the more lucrative ones, the government fixes the proportions of 
the different ward classes for the hospitals. It also sets guidelines for care in 
each ward. 

The government sets subsidy and cost-recovery targets for each ward 
class, which indirectly keep them from producing “excess profits” associated 
with induced demand. The government also has policies on the use of budget 
surpluses. In general, the surpluses are to be used in the areas of teaching, 
research, and asset replacement. This ensures that “profits” are ploughed back 
into the healthcare system for the benefit of patients.8

In addition, hospitals are given annual budgets for patient subsidies, 
so they know how much they will be reimbursed for their expenditures on 
patient care. And they are required to break even within this budget. 

In order for hospitals to be able to acquire expensive technology or new 
specialties, the government makes it necessary to seek its approval. Hospitals 
can apply for additional one-time grants for special equipment. Before this 
reform was put into place, the hospitals, according to Professor William 
Hsiao of Harvard’s School of Public Health, competed “by offering the latest 
technology and expensive equipment, which appeared to be demanded by 
physicians and accepted by the public as an indicator of quality …. Once 
the new technology was put to use, it produced a higher cost inflation rate 
in medical services.”9

Controlling  the  Availability  of  Doctors

The government regulates the number of medical students educated at 
the medical schools in the universities, and the number of foreign medical 
schools’ degrees recognized in Singapore, all serving to control the supply of 
physicians in the country. The idea is that with more doctors that are available, 
the more likely this will “induce” demand from patients, who are less able 
to assess their own demand for healthcare arising from their condition 
compared to the medical professional. A list of medical schools recognized 
by the Singapore Medical Council, a statutory board under the Ministry of 
Health, is available at http://www.doctors.com.sg/medicalschools.html.

Doctors’  Salaries

In a conversation with Mr. Anthony Tan, then Director of the Healthcare 
Finance and Corporate Services of the Ministry of Health, he said that 
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the wages of doctors are reasonable and not sky-high. Doctors, however, 
are well-paid and rank among the top salary levels for professionals in 
Singapore. Specialized surgeons are amongst the highest paid people in the 
country, according to data from the Ministry of Manpower, which provides 
information on the wages of general physicians, general surgeons, specialized 
surgeons, and many other professionals for 2007 and 2008. It should be 
noted, however, that this conclusion was based on a very small sample of 
specialists in the private sector only. General surgeons are the third highest 
paid. General physicians are much lower on the list, at number 44.

General physicians earned a median monthly gross wage of S$5,000. 
Monthly gross wage includes basic wage, overtime payments, commissions, 
allowances, and other payments. The figure excludes, according to Dr. 
Gerald Tan who analyzed this data and blogs on the Singapore healthcare 
system, employers’ CPF contributions, bonuses, stock options, other lump 
sum payments and payments-in-kind. General surgeons earned just under 
S$14,000 monthly. Specialized surgeons earned a median monthly gross 
wage of over S$22,000.10

Out of 100 jobs across many industries examined by the Ministry of 
Manpower, specialized surgeons topped the list with the highest median 
monthly gross wage. Managing directors came in next, with just over 
S$15,000. Again, it should be noted that a very small number of specialized 
surgeons were surveyed in 2008, in fact, only 29, compared to over 1,000 
managing directors. In the survey, general surgeons were third, with just under 
S$14,000 monthly. For comparison purposes, a dentist’s wage was S$4,500 
monthly, a pharmacist S$4,100 monthly, a nurse approximately S$3,000.

The Ministry reviewed public sector physician pay in 2012, with a view 
to make pay in the public system more competitive with the private sector, 
and with a view to reward different kinds of excellence within the system: 
whether in clinical care, education, research, or administration. 

MalpracƟce  Costs

Malpractice can be a major cost incurred by physicians. This is especially true 
for doctors in the United States. Not only is malpractice very expensive, but 
it is also causes doctors to practice defensive medicine, often ordering many 
more procedures than are necessary. In Singapore, as of now, malpractice does 
not appear to be as costly as in the United States.

In Singapore, claims of medical malpractice are handled through the 
tort system. In this system, patients must sue their doctors in court and 
negligence must be proven in the court.11 Negligence is one of the most 
common forms of malpractice in the medical professions, constituting 
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failure to diagnose or treat a patient’s illness or injury with “due care.”12 In 
Singapore, the approach in law to claims of medical malpractice is similar 
to that of the United Kingdom, Australia and the United States. The 
“Bolam test,” developed under English law, is used to determine whether 
medical professionals have discharged their “duty of care”—that is, that 
they have performed their duties with the standard of care expected of such 
professionals in their treatment of a patient, and that they have used accepted 
practices of their profession in that treatment. Patients suing their doctors 
must prove that the duty of care has been breached and must also prove that 
the breach has caused them injury.13

It is up to the courts to decide whether or not a doctor has been 
negligent, but some observers believe that the importance the courts place on 
the opinions of other doctors as to whether or not negligence has taken place 
makes it difficult for patients to succeed in their lawsuits.14 The malpractice 
policies of Singapore seem to protect both the patient and the doctor and 
have kept costs much lower than in many other countries. Doctors in 
Singapore are required to have medical malpractice insurance, but, in spite 
of increases over the years, the policies are still not as expensive as those in 
the United States.15

The Medical Protection Society of Singapore is the leading indemnifier 
of care professionals in Singapore. It is a not for profit mutual society 
rather than an insurance company and provides indemnity, advice, and legal 
representation to its members in a wide variety of situations from attacks on 
their reputation, to medical malpractice claims, to cases of libel.16 Annual 
subscription rates vary according to the risk involved in a doctor’s particular 
practice. For example, at the high end, a doctor in a cosmetic practice pays 
an annual subscription of S$32,000; a doctor with an obstetrics practice 
pays S$29,000; a neurosurgeon pays S$24,000; surgeons in a general 
practice or cardiothoracic surgery, colorectal surgery, and the like, pay just 
over S$7,000 annually. General practitioners pay far less: a doctor in family 
medicine practice pays S$1,600 each year.17 A study by Professor Y.C. Chee 
provides some provocative insight into the malpractice issue. If we look at 
the hazards of healthcare through total lives lost per year, the risk is just 
over 1 in 1,000—the same, as Professor Chee notes, as bungee jumping and 
mountain climbing. Yet premiums for malpractice coverage from the Medical 
Protection Society keep rising. Here I quote from Chee’s paper:

I was comparing our MPS subscription rates for the years 2000 and 
2005. The rates have risen thus. Cosmetic practice from $5,250 to 
$22,875. Obstetric practice from $5,250 to $20,250. Super high risk 
Neurosurgery from $4,500 to $16,350. Very high risk Orthopaedic 
and trauma surgery from $4,500 to $15,750. High risk practice from 
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$1,650 to $4,945. Medium risk practice from $1,200 to $2,925, Low 
risk practice from $700 to $1,560, and General Practice from $700 to 
$1,400‒$1,740.18

The increases of two to four times over the five years from 2000 to 2005 led 
Dr. Chee to conclude:

I read these increases as increase in payouts and settlements by the 
respective specialty practitioners to patients who have been harmed and 
were willing and able to seek redress through the legal system.19

As you can see when comparing the current subscription costs to those of 
previous years, costs are continuing their steep upward trend, most notably 
in the higher risk practices. Just to pull out two examples: obstetric practice 
subscriptions have gone from just over S$5,000 in 2000 to just over S$20,000 
in 2005, to S$29,000 currently. Subscriptions for doctors in neurosurgery 
practice have increased from S$4,500 to over S$16,000 to S$24,000 today. 

These numbers suggest that malpractice costs are an area of future 
concern. Costs are certainly rising, perhaps in reaction to social and ethical 
change in the country.

Transparency

The Ministry of Health publishes hospital bills on its website for medical 
conditions, procedures, and ward classes, including details such as charges for 
wards, treatment, surgery, laboratory tests and more. The average cost for the 
top 70 medical conditions are available (see Tables 4.2 and 4.3). 

Diseases for which fewer than 30 patients were seen are not included. 
The information available for public hospitals is complete with all charges 
including doctor consultation fee. The same may not be true for the private 
hospitals bills, as their data is submitted on a voluntary basis. 

The Ministry began publishing hospital costs in order to bring 
transparency into the system, empowering patients with accurate information 
for making informed decisions regarding good-quality, low-cost treatment. 
The published information also encourages competition between healthcare 
institutions, motivating them to bring down the costs. These cost comparisons 
might be used in other advanced economies as a point of reference.

Hospital  Ward  Choices

I discussed in Chapter 3 that the public hospitals of Singapore offer a range 
of room accommodations (from private to dormitory-style rooms), with 
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a range of amenities and corresponding prices, but with the same quality 
of care. This allows consumers to consider value in their choices. Financial 
counselors, who are trained frontline admissions staff at the hospitals, provide 
patients with estimates of the costs they will most likely incur in the course 
of their stay, and the patients can decide which wards are within their means. 
The ability to choose aligns costs with patients’ ability to pay and keeps 
unnecessary expenditures in check.

 
PrescripƟon  Drugs

Prescription drugs represent about 18 percent of Singapore’s total expenditure 
on healthcare.

Unlike in its effort to control the costs of hospital care, Singapore 
does not pursue price or profit control measures over the pricing of drugs 
and lets the market set prices. There is, however, a lot of group procurement 
of drugs, according to Director Tan in our interview, via an open tender 
system, allowing some savings in this area. Drugs on the standard drug list 
are subsidized. The price of drugs prescribed for common conditions can be 
found on the Pharmaceutical Society of Singapore website.20

There is concern in some quarters over what is seen as a lack of 
transparency in decisions regarding which drugs to subsidize and which 
not. Society at large, it is argued, is being kept in the dark as to how and 
why decisions are made. Dr. Jeremy Lin recently wrote about the issue, 
noting that 

In Singapore, bureaucrats determine subsidy decisions in a largely top-
down, opaque fashion, adopting a ‘Trust us, we know best’ approach. This 
is in stark contrast to the approach taken by other countries.

He argues that Singaporeans “collectively as a society should decide” on 
the values governing such decisions that may well have life-and-death 
consequences.21

Mandatory Insurance

In another cost control measure, it became mandatory in 2008 for employers 
to purchase medical insurance for low-income foreign workers, such as 
construction workers and maids. The regulation covers all new foreign 
workers as well as those already in Singapore, numbering approximately 
650,000 at the time. As this regulation was going into effect, the government 
was ending subsidies for foreign workers in the public hospitals and 
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polyclinics. The insurance ensures that the burden of caring for foreigners 
who cannot afford care is not carried by the citizens or the government.

The regulation initially stipulated that coverage of at least S$5,000 per 
year be provided but was increased to S$15,000 in 2010. The insurance covers 
inpatient care and day surgery. Statistics showed that foreign workers were 
hospitalized most often for dengue fever, appendicitis, and stomach flu.22 

The government worked with private insurance companies to ensure 
that affordable policies would be available for purchase, and employers are 
able to choose from a variety of policies as long as government minimums 
(S$15,000 of coverage for inpatient care and day surgery) are met. The 
regulation is administered by the Ministry of Manpower. 

Cost-‐Saving  Technologies

Singapore continually pursues cost-saving technologies for the healthcare 
system, including information technology initiatives such as a national 
electronic-health-record system. It establishes a continuum of care, meeting 
the goal of “one patient one record.”

InvesƟng  in  an  Electronic  System  for  PaƟent  Records

There is no more current topic in healthcare today than the development 
of electronic health records. Here again, Singapore is a leader, investing 
heavily in a technology platform that will realize the goal of “one patient, 
one record,” enabling care integration and enabling a continuum of care for 
every patient. Patients’ health records are stored on a nationwide electronic 
medical record system. 

According to Dr. Sarah Muttitt, then Chief Information Officer at 
the Information Systems Division, MOH Holdings, Singapore’s National 
Electronic Health Record program is “clinically led and internationally 
connected.” She told me that in her view, the system must be all about 
quality and safety and security of information. Her mission is to build 
the “backbone” of the system, allowing for the input and exchange of 
information from many sources, and providing users an integrated view of 
the information. Her division, she said, has a ten-year masterplan to develop 
the system and provide functionality throughout the healthcare system. 
She estimated the cost at S$400 per patient, a reasonable sum of money. 
According to a Ministry statement, the government will fund the bulk of 
the capital costs of the new system directly, with the healthcare providers 
funding the balance.
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In the sixth year, she believed they will see a return on investment 
as they will begin to see cost savings through medication management, 
compliance and innovations in the home, made possible by the electronic 
health record system. A patient’s personal health record needs to be accessible 
and provide health services through the nearest GP. Dr. Muttitt told me that 
that looking ahead, “one part of Electronic Health Record program is what 
we call, ‘one citizen one inbox,’ where you can perform many parallel activities 
involving taxes, land authorities, licensing things. We try to aggregate.”23

The system keeps records of all the medical conditions including the 
latest list of medications being taken for chronic diseases treatment. The 
records are updated every time the patients have medical tests or see a doctor. 
The record is stored in a format that is accessible and can be updated by 
any registered public or private medical institution in Singapore, when fully 
rolled out. Patients will also be able to access their own electronic records 
from home via a computer or mobile phone. Patients will be able to see 
their medical history, screening results, prescription test and measures for 
pre-emptive intervention, for example medication instructions and other 
information for dealing with asthma. Patients would be able to keep weight, 
clinical indicators such as blood glucose levels, and Asthma Control Test 
scores up to date, allowing distance-monitoring by care professionals. 

InvesƟng  in  TeleMedicine

In 2008, the Ministry of Health established Integrated Health Information 
Systems (IHIS) to oversee the development of healthcare services through 
technology within the public healthcare sector. Numerous pilot programs are 
now in place throughout the Singapore healthcare system using computers, 
electronic transmissions, videoconferencing equipment, and tablet computers 
for long-distance doctor–patient interactions as well as doctor–specialist 
interactions and consultations. 

Most polyclinics in Singapore are already transmitting x-ray images 
via computer to radiology centers to be interpreted, but this is just the tip 
of the iceberg.

Several pilot programs now give patients the opportunity to “tele-
consult” with specialists in hospitals from their home or from a nearby 
polyclinic. In one program aimed at the bedridden elderly, a nurse is sent to 
a bedridden patient’s home with a tablet computer, examines the patient, and 
then connects with the patient’s doctor to report her results on camera. In 
one documented case, the cost of this service was S$65, versus over S$200 
for the cost of a physician’s house call.
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Other uses of telemedicine now taking place in Singapore include 
emergency doctors treating stroke patients in consultation with specialists 
at other locations via videoconferencing and the transmission of scans sent 
to the specialists.

In another program, the National Healthcare Group Eye Institute is 
using telemedicine and finding that certain abnormalities of the eye can be 
detected from images transmitted to specialists just as well as in a face-to-
face consultation.24

Good results are also being found in dermatology examinations in a 
program initiated by the Institute of Mental Health, whereby patients are 
not required to leave their facility for an examination, usually a stressful and 
expensive endeavor.25

If proven effective, further telemedicine capabilities will be rolled out to 
more hospitals and other healthcare facilities, with the potential for lowering 
costs, speeding up diagnoses and treatments, and providing immobile patients 
with high-quality care.

Controlling  Demand

Along with the many measures I have discussed in this chapter for con-
trolling costs on what can be called the “supply side” of healthcare—the 
hospitals, doctors, polyclinics, etc.—there are numerous ways the government 
keeps the “demand” side in check—the behaviors of patients and potential 
consumers of healthcare. They have been presented in detail in Chapter 3, 
but it is worth listing them again in this context. They include co-payments, 
deductibles, and tight restrictions on the uses of Medisave and MediShield 
for consultations, treatments, and procedures. These controls are perhaps just 
as important as what I call the quasi free market in healthcare in controlling 
costs in that they perform the role of discouraging unnecessary doctor visits, 
tests, and treatments. The result is a more careful use of the system’s resources 
by healthcare consumers.

The government has always made clear that a welfare system or an 
entitlement mentality has no place in Singapore. The need for “individual 
responsibility” and “self-reliance” on the part of the citizenry in all personal 
matters, including healthcare, has always been an integral factor in the 
country’s achievements. 

Insisting that patients pay their share of their healthcare costs is 
indicative of this philosophy and has resulted in prudent use of the system. 
Another result is a relatively high amount of private expenditure for care. 
Private expenditure, as a percentage of the total health expenditure, was 
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about 65 percent in 2010, including payments from MediShield, Integrated 
Shield Plans, Medisave, other third-party payers and employer benefits, rising 
from about 50 percent in 1995. 

Maintaining  the  High  Quality  of  Care

I began this chapter saying that the healthcare market put into place by 
the government works because the quality of public care remains very high 
throughout the system. Strong regulatory bodies and regulations are in place 
to make sure that the high standards are maintained. Singapore, in fact, has 
invested itself in continual quality improvement in healthcare. According to 
M.K. Lim, the first National Quality Control Circle Convention took place 
in 1982. Every hospital and specialist center has a committee to address 
quality issues. The focus is not only on service quality but also on improving 
clinical quality. Teams of quality managers in hospitals measure clinical 
processes and outcomes. 

Since 2000, the Ministry of Health has mandated that all private 
and public hospitals participate in the Maryland Quality Indicator Project 
which involves the monitoring of a set of clinical quality indicators and 
benchmarking those indicators against national and international norms. The 
indicators include: inpatient mortality; perioperative mortality; unscheduled 
return to the operating theater; unscheduled readmission within 15 days; 
unscheduled admission following ambulatory procedure; inpatient admission 
following unscheduled returns to the accident and emergency department; and 
device utilization and device associated infection in the intensive care unit.26

The Ministry has also set up a “Healthcare Quality Improvement and 
Innovation Fund” which invites applicants (professionals and institutions) 
annually to submit proposals for funding pilot innovative clinical quality 
improvement projects for improving the standards, quality, and safety of 
patient care within and across the healthcare systems and sectors.27

A good example of the ongoing commitment to improving quality of 
care has been the Singapore National Asthma Program. The program was 
launched in 2001 to find ways to lessen the high burden of asthma in the 
country, which has one of the highest rates of asthma deaths in the world. One 
aspect of the effort was improving individuals’ control over the disease through 
the use of inhaled corticosteroids as a preventative against asthma attacks. As 
a low-cost intervention effort, the program has been deemed a success.28

In the case of diabetes, we can see once again the system making 
advances in the quality and delivery of care. Diabetes mellitus sufferers 
constitute over 11 percent of the 18 to 69 age group, increasing from eight 
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percent in 2004.29 Diabetes is the seventh leading cause of death, with over 
3.5 percent of all deaths attributable to the disease.30 In 2005, the National 
Healthcare Group began to build a diabetes registry with the intention 
of improving continuity of care and producing better measurement of 
outcomes. The system collects patient records, test results, key reminders 
for future tests and screenings for physicians’ use. It also reports outcomes 
in a way that allows the data to be used for quality improvement and more 
effective management of the patient pool.31 These efforts are admirable and 
exhibit the responsiveness of the system. In spite of these programs, the 
treatment of diabetes remains a difficult challenge, with the incidence of 
the disease continuing to trend upward and with Singaporeans continuing 
to exhibit a growing number of complications from the disease.

Concern has been expressed over disparities in economic status 
and immigrant status of patients possibly being reflected in disparities in 
care. One study looked at the time factor involved in treating myocardial 
infarction—heart attack—among patients of differing socioeconomic groups. 
No differences were found in quality of care—including pathway to hospital 
admission and treatment. The study also looked at the time it took from the 
appearance of symptoms in the patients until coronary intervention took 
place. Here differences were found, with longer waiting times for permanent 
residents versus Singapore-born residents, suggesting the need for a “tailored 
approach to healthcare resource allocation” among the different migrant 
classes in Singapore.32

M.K. Lim, writing in 2004, suggested that the following advances 
are still needed to improve quality and patient safety: “strengthening of 
the evidence base for quality initiatives (for example, through rigorous 
program evaluation); greater civil society involvement (for example, voluntary 
accreditation); greater patient empowerment (for example, through greater 
transparency with respect to publishing of hospital quality indicators).”33

And yet, whatever its faults may be, the system is working and working 
extremely well. The country’s efforts to improve the health outcomes for 
its people can be seen in the declining rates of “amenable mortality”—that 
is, the death rate from causes that can be treated medically. One study 
examining mortality rates in the country from 1965 to 1994 found that death 
rates were being reduced through timely medical intervention for treatable 
conditions such as bronchitis, ulcer, pneumonia, asthma, appendicitis, and 
other conditions. In effect, Singapore is improving the health of its people 
through timely care.

Gains were more significant for these treatable conditions than for 
“preventable” areas such as lung cancer, chronic liver disease, or motor vehicle 
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injury. But this finding was in line with trends in European countries, where 
amenable mortality also declined more than preventable mortality.

Two disparities that should be noted: the study found gender and 
ethnic differences in amenable mortality. Decline in death rates from some 
diseases was less in women than in men, and the Chinese showed the best 
results in the years of the study, over Malays and Indians.34

In the area of mental health, it has been suggested that the mental 
health system in Singapore lacks coordination and is underdeveloped 
in certain areas.35 The Ministry of Health, however, in 2007, launched a 
National Mental Health Blueprint to improve the state of mental health 
services within Singapore’s communities. According to former Health 
Minister Khaw Boon Wan, much has been improved, but there is much still 
to be done. In a recent speech, he stated that “We need to detect patients 
early, so that there is timely intervention. We need to reduce the stigma 
surrounding mental illness, so that the patients can be more confident to 
come forward for treatment and after receiving treatment, to integrate back 
into the community.” He noted that under the Blueprint, programs are now 
in development and implementation in the communities to bring about early 
detection and to initiate treatment. Four programs have been developed that 
separately target and treat children, youths, adults, and the elderly.36

The Ministry of Health conducts an annual Patient Satisfaction Survey, 
in Singapore’s public healthcare institutions. The survey assesses the level 
of patient satisfaction with the healthcare services, compares performance 
of the institutions, and collects suggestions for improvement. Patients’ 
opinions are recorded on nine service quality attributes: facilities, care 
coordination, knowledge and skills of doctors, care and concern shown by 
doctors, knowledge and skills of nurses, care and concern shown by nurses, 
knowledge and skills of allied health professionals, clear explanation by staff 
on the procedures and care.37

In the 2010 Patient Satisfaction Survey, the highest overall patient 
satisfaction for a hospital was 82 percent. Overall, eight out of ten patients 
in public hospitals, polyclinics, and national specialty centers said that 
they would recommend the services at the public healthcare institutions 
to others.

Another study—somewhat older than the Patient Satisfaction Survey—
suggests that Singaporeans are unconcerned about the share of healthcare 
costs they are expected to shoulder under the principle of individual 
responsibility. According to the study, they appear content to pay their 
portion of healthcare costs plus more if and when they desire higher levels 
of service.38 A strong regulatory environment in Singapore also encourages 
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a strong culture of high standards. Boards enforce professional healthcare 
standards, including the Singapore Nursing Board, Singapore Dental Board, 
and Singapore Pharmacy Board. Medical doctors and nurses, and recently 
allied health workers are encouraged to continually improve their skills 
via programs like the Health Manpower Development Program. Doctors 
undergo compulsory continuing medical education in order to be re-certified. 
The Ministry of Health publishes clinical practice guidelines to encourage 
the practice of evidence-based medicine. 

The Health Sciences Authority is tasked with ensuring the safety of 
drugs and medical devices and that these health products meet the requisite 
standards of safety, efficacy, and quality. Products may require a full evaluation 
or may qualify for a shortened process if they have already been approved 
by certain other nations’ drug regulatory agencies. Even after approval, the 
Authority maintains a system to track problems and issues related to the 
product. It also collaborates with international organizations and experts to 
ensure product safety. Once a product is approved, healthcare professionals 
in both the private and public sectors are free to prescribe it. 

* * *

Chapter  4:  KEY  POINTS

• Singapore has developed a quasi free market for healthcare that enables 
it to control costs and keep quality high
º Public and private hospitals coexist in this market, but public 

dominates because of carefully crafted patient incentives and 
subsidies plus price controls on treatment

º The private sector is kept in check as it competes against public 
sector advantages

º Stringent quality controls in the public system help maintain the 
public/private balance

• An early attempt allowing the public hospitals to compete freely against 
one another led to higher costs and exclusionary tactics as hospitals 
focused on serving the affluent, where most profit could be made

• Financial controls on public hospitals help keep costs within acceptable 
bounds 
º The government fixes the proportion of different ward classes, sets 

guidelines for care along with ward charges in public hospitals
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º The government determines the number of beds in public 
hospitals

º Public hospitals are given annual budgets for patient subsidies
º Approval must be sought before acquiring expensive technology or 

developing new medical specialties
• The number of medical students and the number of doctors licensed in 

Singapore are tightly regulated
• Cost transparency helps patients make choices

º The Ministry of Health publishes hospital bills on its website
º At point of consumption, hospital ward choices are clearly 

explained to patients along with estimated cost
• Neither price nor profit controls are pursued over prescription drugs

º Group procurement allows for some savings through bulk 
purchasing

• In order to protect the system against rising costs, employers are 
required to provide foreign workers with medical insurance

• Investments in technologies such as telemedicine and an Electronic 
System for Patient Records are showing great promise for improving 
the quality of care and lowering costs

• The government controls demand for healthcare through the use of co-
payments, deductibles, and tight restrictions on the uses of Medisave 
and MediShield
º The controls result both in prudent use of medical resources by 

consumers and a high level of private healthcare expenditure vs. 
government/public expenditure

• Singapore invests in continual quality improvement of healthcare 
through numerous programs and initiatives plus very high standards 
for care professionals
º These efforts ensure that cost controls do not damage the high 

quality of care that has been achieved
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CHAPTER  5

Financing

��

The Government of Singapore contributes billions of dollars to building 
and maintaining the country’s healthcare system and subsidizing a major 
portion of the cost of patient care, based on the individual’s ability to pay. As 
discussed earlier, the country does all this and achieves world-class outcomes 
while spending far less than most developed nations.

One of the many factors that contribute to Singapore’s healthcare 
budgets remaining within reasonable bounds is that consumers of care 
are asked to pay their share for services. Private expenditure on healthcare 
amounts to over 65 percent of the total national expense of healthcare.

At the same time that the government asks its people to share in the 
expense of their care, it has also developed tools and programs for them to do 
so. Medisave, the mandatory medical savings program, MediShield, the opt-
out catastrophic health insurance scheme, and Medifund, the government 
endowment fund to aid the indigent, are critical vehicles for helping the 
people of Singapore with their healthcare expenses.

In this chapter, I will examine the structure of funding mechanisms and 
subsidies that ensures the affordability of care and at the same time maintains 
the high-quality, state-of-the-art delivery system. 

Government  Subsidies

I spoke with Mr. Anthony Tan, then Director of the Healthcare Finance 
and Corporate Services of the Ministry of Health, and asked him about 
the government’s approach to subsidies. He told me that “the healthcare 
financing philosophy aims to provide universal healthcare coverage. We 
have heavy subsidies for basic services in all sectors, but the individual has 
a responsibility.” 
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The delicate balance between universal coverage and individual 
responsibility is constantly monitored and adjusted to meet changing 
conditions. This is done through adjustments to subsidy levels, eligibility of 
institutions, treatments covered, and more. Here is a rundown on the current 
status of the Singapore healthcare subsidy program. The government pays 
direct subsidies to public hospitals, polyclinics, and other healthcare providers 
to reimburse a portion of their costs for treating their patients. The funding 
structure is a hybrid system of block grants and Casemix, a method for 
classifying and describing the “output” of the provider. About 70 medical 
conditions are financed through Casemix. 

According to the Ministry of Health, hybrid block grants are allocated 
to public hospitals: part of their annual budget is given in the form of a block, 
with the remainder on a piece-rate basis for 70 common conditions based 
on Diagnosis-Related Groups (DRG). DRG is a system used to classify 
inpatient and day surgery cases into one of over 600 approximate groupings 
according to the patients’ diagnosis and treatment. Year-on-year data for all 
DRGs are collected, along with data on accident and emergency care and 
specialist outpatient clinic care. The hybrid block budgets are reviewed every 
three to five years based on the actual workload of the institutions. Hospitals 
are allowed to keep their surpluses, which they can generate, for example, 
from the subsidized wards by lowering their costs. In addition to the block 
budget, other funds are available for manpower development and research.

These subsidies become available to the public in a number of ways: for 
acute and inpatient care in specific ward classes in the public hospitals; for 
outpatient care in public hospitals and at polyclinics; emergency care at all 
public hospitals (subsidized at a flat rate for all patients irrespective of their 
immigration status); intermediate- and long-term care at facilities managed 
by Voluntary Welfare Organizations (on a case-by-case basis); means-tested 
patients at private nursing homes (under the Ministry of Health’s portable 
subsidy program). In addition, care by private sector primary care physicians 
is also subsidized for Health Assist cardholders under the Community 
Health Assist Scheme (CHAS).

Hospitals

As presented earlier, there are five ward classes in restructured hospitals: 
C, B2, B2+, B1, and A. Class C wards are highly subsidized to 80 percent. 
The subsidy decreases gradually for the different wards (see Table 5.1), with 
Class A wards offering no subsidies to patients. Means testing determines 
eligibility and amount of subsidy for each patient.
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Table 5.1
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Means testing does not prevent patients from choosing a ward class of 
their choice. High-income earners, for example, can choose the C class ward, 
but the amount of subsidy provided would be lower, as would the amenities 
in the ward. Lower-income patients can choose one of the least subsidized 
wards, if they can pay for it. According to the Ministry of Health, if patients 
choose to stay in a private ward, their income is not checked. They are free 
to choose the private ward but they would be asked to make a deposit. The 
hospital admissions office or financial counselor advises the patient on the 
amount of the bill that can be incurred and the patient is free to choose. 
Patients who want to avail themselves of the maximum subsidy will have 
their income checked with their consent. 

In order to ensure subsidies are directed to people in need, means 
testing was introduced in 2009. Economically active patients hospitalized in 
Class C and B2 wards would have their income levels checked, with their 
consent, through Central Provident Fund records. For self-employed patients, 
the subsidy is based on incomes declared for tax purposes. Non-working 
patients have the annual value of their home taken into consideration. 
Patients earning more than S$3,200 a month would begin to see the subsidy 
decreased. At the highest income level on the scale, patients earning more 
than S$5,200 per month would receive subsidies of 65 percent (instead of the 
maximum 80 percent) of the cost incurred in Class C wards, and 50 percent 
(instead of the maximum 65 percent of their costs in B2 wards.1

According to Anthony Tan, when the patients are retired from work, 
subsidies are based on their property type, or the “annual value” of their 
homes, as determined by the Singapore tax authorities. Annual value is 
defined as the estimated annual rent of a property if it were rented out, 
excluding the furniture, furnishings and maintenance fees.2 Patients with 
homes below or equal to S$13,000 in annual value receive the maximum 
subsidy. Above S$13,000, they receive the minimum levels (50 percent for 
class B2, and 65 percent for class C).3 The hospital admissions office or 
financial counselor advises the patients on the most appropriate, affordable 
ward class given the patients’ circumstances and medical condition.

Polyclinics

Consumers visiting polyclinics (where outpatient care is provided) are 
eligible for subsidies for the cost of medical consultation, basic investigations, 
and drugs. Patients are liable for co-payments for medical consultations 
and drugs. Citizens over 65 and children younger than 18 are entitled to 
a subsidy of up to 75 percent, while the rest of the citizens receive up to 
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50 percent subsidy. A discussion of polyclinics and their fees and subsidies 
follows in Chapter 6.

Drugs

The government also provides subsidies to patients for the cost of drugs. The 
amount depends on patients’ paying status and the programs under which the 
drug is covered, for example, the “Standard Drug List,” or the “Medication 
Assistance Fund” (which helps the poor pay for expensive drugs). Covered 
drugs comprise up to 90 percent of the total volume of medication 
prescriptions.4 Some drugs are subsidized for specific clinical indications. 

Since February 2012, Health Assist cardholders have been eligible 
for higher subsidies at the public healthcare institutions should they need 
selected drugs for the management of their chronic condition covered under 
the CHAS scheme. Needy patients who are eligible for the Medication 
Assistance Fund will have drug subsidies raised to 75 percent.

The Ministry of Health maintains a Standard Drug List designed 
along the lines of the World Health Organization’s Essential Drugs List, 
which enumerates cost-effective drugs considered basic therapies for the 
management of common diseases. The Ministry has a Drug Advisory 
Committee that reviews the Standard Drug List yearly, with input from 
pharmacological and medical organizations, and considers whether proposed 
drugs are essential for the treatment of medical conditions relevant to 
diseases and mortality in Singapore; whether the drug is superior to 
existing standard drugs; whether the long-term safety of the drug has been 
established; and the results of a cost-benefit analysis.

One side note: a study of five public-sector hospitals has found that 
the rate of prescription of broad-spectrum antibiotics in the hospitals is 
higher than that of European hospitals. This may be due to high rates of 
antimicrobial resistance, but more research will be necessary to understand 
the causes of the trend and what to do about it.5

Permanent Residents

Permanent residents also benefit from the government’s system of subsidies, 
though the subsidy offered to them is lower than that offered to Singapore 
citizens. In its 2012 budget, the government announced a lowering of the 
subsidy rates for permanent residents in order to sharpen the distinction in 
benefits received between citizens and permanent residents. The differential is 
meant to convey to citizens that they will always be accorded higher priority. 
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These new adjustments pertain to inpatient services, that is, Class B2 and C 
wards, day surgery and specialist outpatient clinics in the public hospitals, as 
well as intermediate and long-term care services. With this adjustment, the 
government estimates that the subsidy for most permanent residents will be 
half the corresponding subsidy that citizens receive. Subsidies are the same, 
however, for accident and emergency care.6

A  Look  at  the  Healthcare  Budget

As I am writing this book, the 2012 healthcare budget is in effect. The 
expected expenditures for the year total S$4.7 billion representing just one 
and one-third percent of GDP. The operating budget is just over S$4 billion, 
and the development budget is almost S$650 million. The previous year’s 
budget was S$4 billion, or just under one and one-quarter percent of GDP.7

The Ministry spends these dollars on subsidies, promoting good health 
practices, education, and building up and maintaining a strong public health 
infrastructure. Below are highlights of the budgeted expenditures. I hope it 
will prove useful to readers to see how Singapore’s Ministry of Health plans 
its spending to ensure that the healthcare system maintains its high quality 
and also adjusts to meet the changing needs of the populace.

Close to S$3 billion will be spent on subsidies for Singaporeans seeking 
medical care at polyclinics, public hospitals, and all other eligible institutions; 
S$600 million for a top up to the Medifund capital sum, enabling S$20 
million more to be disbursed each year; just over S$200 million for programs 
that promote health throughout the population, through preventative 
measures such as vaccination programs and education.

Efforts are underway to expand healthcare facilities generally, building 
new ones and upgrading existing ones. The development budget is be devoted 
to these efforts which (at the time of writing) include major projects such 
as the development of the Singapore General Hospital Pathology Building, 
the redevelopment of the National Heart Centre, and the building of nursing 
homes, day care and rehabilitation facilities, and senior activity centers to 
better serve the growing numbers of elderly people.

Tweaking  the  System

A budget or spending plan is an opportunity to make adjustments in the 
organization being funded. This budget is an ongoing effort to adjust to the 
realities of the growing percentages of elderly in Singapore’s population. The 
challenge becomes increasing the capacity and capabilities of the system 
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to care for these people, funding the necessary expansion, and helping the 
families of the elderly shoulder the burden of costs of the care. 

The initiatives for the elderly seem to support the notion that the 
system is well-managed and responsive to changing conditions in the 
environment. In his speech introducing the national budget, the Deputy 
Prime Minister acknowledged that while bed capacity in the acute hospitals 
would be increased, “we must also shift from the current concentration on 
acute hospital care and move towards providing affordable, long term care. 
Most importantly, we must make it easier and more affordable for the elderly 
to stay at home, with access to quality care services when needed.”8

The 2012 Budget provided for higher subsidies for intermediate- and 
long-term care, increased and improved care infrastructure, more doctors and 
nurses added to the system with competitive pay, and new subsidies extended 
to the middle class making care more affordable than in the past.

Some specifics include: adding 1,900 beds in the public acute hospitals 
by 2020, a 30 percent increase; adding 1,800 beds to community hospitals, a 
100 percent increase; increasing subsidies to the community hospitals; and 
increasing subsidies for nursing homes, home-based and community-based 
care, including providing S$120 per month for paying foreign domestic 
helpers to care for an elderly member at home. There will be subsidies 
for installing elderly-friendly features in the home. From 2012, regular 
annual Medisave top-ups of up to S$450 will also be provided to elderly 
Singaporeans to help with their healthcare expenses under the GST Voucher 
Scheme. 85 percent of all elderly Singaporeans aged above 65 will be eligible 
for the top up. The Minister also announced that the healthcare budget will 
be increased to about S$8 billion over the next five years.

Medical  Tourism

Medical tourism is a growth industry for Singapore. The country has become 
a leading destination for foreigners seeking high-quality care at costs much 
lower than what they would have to pay in their home countries. Companies 
now market “sun and surgery” travel packages and make arrangements for 
medical care at hospitals in Singapore as well as India, Thailand, and other 
international destinations.9

Likewise, better-off patients from less-developed countries in the 
region such as Indonesia and Malaysia come to Singapore for high-quality 
specialist care not available in their own countries.10

Looking at comparative costs, it is easy to see why Asia has become 
an important destination for patients seeking lower cost medical treatment. 
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One study found that charges for common procedures such as a heart bypass 
might cost US$11,000 in Thailand vs. US$130,000 in the United States. A 
knee replacement operation can cost US$13,000 in Singapore as opposed to 
US$40,000 in the United States.11

In 2010, over 700,000 medical tourists traveled to Singapore and spent 
an estimated S$940 million in the country. The spending figure represents an 
increase of over S$200 million from 2009.12 There is considerable potential 
for future growth. Consulting firm KPMG estimates that the global medical 
tourism industry is growing at a rate of 20 to 30 percent annually and is now 
a US$100 billion industry.13

Singapore has been forward-looking in its vision to turn itself into a 
regional hub for medical services, and it has encouraged the development of 
private sector specialized services to support the industry.14

Singapore’s biomedical initiative has, among other advantages, resulted 
in advances in stem-cell research that has stalled in other countries. These 
efforts have led to a number of leading edge treatments, especially for cancer, 
that are not available elsewhere.15

In 2006, over 400,000 medical tourists from 60 different countries 
sought treatment in Singapore.16 The top four countries sending patients are 
Indonesia, Malaysia, the United States/Canada, and the United Kingdom.17 
The number of medical tourists arriving from China and Middle East has 
been on the rise.

The private hospitals are the main players in medical tourism, but 
the public sector has a role as well. According to research by Nomura Asia 
Healthcare, about 30 percent of the patients at Singapore’s private Parkway 
hospitals and 60 to 40 percent in Raffles Hospital are foreigners.18

The numbers available for the public hospitals indicate that they treated 
about 20 percent of all medical tourists in 2002.19

Aside from the obvious benefit of injecting foreign dollars into the 
economy, medical tourism is important for other reasons. With Singapore’s 
small population, it would be much more difficult to support the expense 
of maintaining its high-quality care system without the influx of foreigners. 
With a larger pool of patients, economies of scale come into play, generally 
lowering costs and at the same time providing more services for all. The 
addition of foreign patients also allows doctors to sub-specialize. Also key is 
the fact that expensive, advanced technology becomes more cost efficient if it 
is allowed to serve greater numbers of patients. In effect, Singaporeans them-
selves benefit when they open their hospital doors to medical tourists.20

The success of medical tourism has caused some tensions in the country 
as Singaporeans see foreigners in their public hospitals and believe they are 
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subsidizing their care. They also experience longer waits at the hospitals, 
day surgery clinics, and outpatient clinics and want to blame the attention 
now being paid to outsiders. Is medical tourism, then, affecting the quality 
of their care? 

Government officials have had to address these concerns and reassure 
the public of their commitment to the citizenry with regard to healthcare 
services. Former Health Minister Khaw Boon Wan stated in Parliament: 
“we will never neglect local patients and simply chase the foreign patient 
load.”21 On another occasion, he told Parliament that the public hospitals 
were not included in overseas marketing campaigns, and that foreign patients 
represent less than three percent of the total public hospital patient load.22 
Singapore does not practice differential pricing for foreign patients—they 
are simply not eligible for subsidies.23

CompeƟƟon

Singapore is facing increased price competition from neighboring countries: 
Thailand, Philippines, Malaysia, and India. Medical care for foreigners is 
more expensive in Singapore than in other Asian countries that have a 
reputation for offering excellent medical services to foreigners—Thailand 
and India specifically. Nonetheless, Singapore has some advantages beyond 
the high quality of care it provides. Singapore is known as an orderly, law-
abiding society with an English-speaking environment, facts that offer 
reassurance and provide a level of confidence to travelers from other nations. 
In addition, the system’s high-end amenities appeal to many medical tourists 
from developed countries.24

* * *
 

Chapter  5:  Key  Points

• Singapore’s healthcare system is financed through both public and 
private expenditure

• The government helps individuals with the cost of their care through a 
system of subsidies 
º The aim of the subsidies is universal care coverage combined with 

individual responsibility
º The government provides funds directly to public hospitals, poly-

clinics, and other providers to reimburse their costs for treating 
patients
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º Subsidies (government subvention) are given through a system of 
block grants and Casemix funding to hospitals

º Casemix is a way of classifying and describing hospital “output”
• The 2012 budget is S$4.7 billion, just one and one-third percent of 

GDP
º The operating portion of the budget is just over S$4 billion
º The development budget is approximately S$650 million

• The government carefully adjusts its healthcare budgets to meet 
changing conditions
º A current adjustment is the move toward providing high-quality 

long-term care for the elderly through expansion of facilities and 
related subsidies

• Singapore has become a leading destination for foreigners seeking 
medical treatment
º Medical tourists seeking high-quality care have become an impor-

tant source of revenue
º The industry’s development is being encouraged by the government



   Design  and  Infrastructure            ��

CHAPTER  6

Design  and  Infrastructure

��

Primary  Healthcare

Private  General  PracƟƟoners

Primary care, where ill patients make first contact with care professionals, 
is largely issued by private rather than public care providers. There are 
approximately 2,000 private general practitioners in Singapore, located 
mainly in housing estates, and they deliver 80 percent of primary care.1 

Several private general practitioner chains serve the public, including Raffles 
Medical (with more than 70 clinics), Parkway Shenton (over 40 clinics), and 
Frontier Healthcare Group (with nine clinics). The idea behind allowing 
the private sector to handle much of this care stems from the philosophy 
that people must take responsibility for their own health. It follows that 
patients should pay for minor episodic ailments on their own and not rely 
on government subsidies to defray the cost.

Ailments that the general practitioners treat include the cough, cold, 
flu, diarrhea, abdominal pain, urinary tract infection, simple skin problems, 
menstrual problems, muscle, bone and joint pain, and many other common 
medical concerns. Private general practitioners generally provide more services 
than the public polyclinics (discussed below). For example, they make certain 
vaccines and aesthetic services available that the public clinics do not. 

Raffles Medical Group, a major private healthcare company in 
Singapore, offers a range of services in its clinics, including family medical 
care, travel health, emergency services, minor surgery, statutory medical check 
ups, health screenings, x-ray services, and various specialty services, such as 
obstetrics and gynecology services.2 According to the Ministry of Health, 
there is no data available comparing the costs of services at the private clinics 
to the public clinics.
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Polyclinics

The public side of primary care is represented by “polyclinics,” which provide 
20 percent of primary level services and are highly-subsidized for patients. 
At this writing, there are 18 government polyclinics. An older version of the 
polyclinic existed well before Singapore became self-governing. By the 1920s, 
primary healthcare services which were provided by outpatient clinics, infant 
welfare clinics and traveling dispensaries.3

These outpatient clinics have since then been consolidated into the 
present-day, modern polyclinics. They provide outpatient medical care, 
immunization services, health screening, health education, investigative 
facilities, pharmacy services, and follow-up of patients discharged from 
hospitals. Some offer dental services as well. The average outpatient 
consultation fee at a polyclinic is about S$10 (see Table 6.1). This represents 
a subsidy of 50 percent. 

Senior citizens aged above 65 years, children younger than 18, and 
students in school and junior colleges enjoy up to 75 percent subsidy for 
consultation and treatment.4

The polyclinics are meant to cater to lower-income Singaporeans who 
are unable to afford the consultation fees of private general practitioners. 
These generally have a longer waiting time for consultation, although they 
do accept walk-ins. With the recent deployment of technology, and with 
government efforts to revamp and upgrade the polyclinics, services are 
becoming much faster and more efficient. Polyclinics are most frequently 
located near amenities and public transportation, but, as there are only 18 
polyclinics, they may be further away from patients than the more numerous 
general practitioner clinics.5

A general practitioner treats patients at a polyclinic, but several other 
kinds of care are available. Family Physician Clinics at the polyclinics offer 
consultations with doctors with qualifications in family medicine. At these 
Clinics, the consultations are by appointment and more time is spent with 
the patient. Patients with complex or multiple chronic diseases can enroll in 
these clinics. 

A Nurse Clinician Service is also available at the polyclinics. There, 
senior nurses, managed by doctors, see patients whose chronic diseases 
are well under control.6 Polyclinics offer basic diagnostic services, and 
the standard basic medication dispensed at the polyclinic pharmacies is 
subsidized. They also provide advice on preventive healthcare. They offer 
regular health talks and workshops for patient education, with the goal of 
increasing their level of health awareness. 

Supporting the polyclinics are numerous imaging centers, laboratories 
(most located within the polyclinics), and mobile services.7 Specialist 
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Table 6.1
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Outpatient Clinics, located at public hospitals, provide subsidized care on 
referral, either by a polyclinic or by an accident and emergency department. 
These clinics focus on specific medical problems and treatments such as 
orthopedic surgery, diabetes, eye care, head and neck surgery, etc.8

Up to 50 percent of subsidy is available for Singaporeans and up to 25 
(as of October 2012) percent for permanent residents.9 Specialist clinics are 
also located at private hospitals but are unsubsidized. 

The government polyclinics are continually upgraded and expanded to 
keep up with the growing needs of the population. Improvements include 
going paperless and making records and prescriptions available electronically, 
use of telehealth services (for eye examinations, for instance), and automated 
kiosks for patient self-registration at the clinics. Studies are being done to 
identify service gaps and to suggest new sites for clinics that will help reduce 
patient travel time.10

Chronic  Disease  Management  Programme

Recognizing the importance of proper management of chronic diseases, the 
Ministry of Health launched the Medisave for Chronic Disease Management 
Programme (CDMP) in 2006 to allow the use of Medisave for outpatient 
chronic disease care to reduce the out-of-pocket payment to encourage 
patients to seek timely treatment for their chronic conditions. 

Under this program, patients are able to withdraw up to S$400 per year 
per account from their or their immediate family members’ Medisave when 
they visit participating private general practitioners and polyclinics. In line 
with the principle of individual responsibility, patients are required to pay the 
first S$30 of the bill (as the deductible) as well as 15 percent of the balance 
of the bill (as co-insurance).

Diabetes mellitus was the only condition covered under the scheme 
when the program was first launched in 2006. Over time, more and more 
diseases were added. The chronic diseases now covered are asthma, diabetes, 
hypertension, lipid disorders, stroke, chronic obstructive pulmonary disease, 
schizophrenia, major depression, dementia, and bipolar disorder.

This scheme is complemented by the Community Health Assist Scheme 
(which provides portable subsidies) at private general practitioner clinics.

Community  Health  Assist  Scheme

Increasingly, the public system has been forging ties with the large networks 
of private general practitioners, who are being enlisted to provide basic care, 
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treat certain chronic illnesses, and provide dental care. Formerly called the 
Primary Care Partnership Scheme but renamed the Community Health 
Assist Scheme, the program was introduced in 2000 and is targeted at 
lower-income and disabled elderly Singaporeans. They can receive subsidized 
outpatient services, including dental services, at the private clinics just as they 
would at a government polyclinic. Raffles Medical Clinics, for example, are 
accredited for the program.11

The program also covers treatment of common chronic diseases under 
CDMP. A survey conducted in 2010 had revealed that, on a per doctor basis, 
polyclinics were treating a disproportionately high number of chronic disease 
cases. It was determined that polyclinics alone would not be able to meet the 
long-term, increasing demand, thus, the program was expanded to allow for 
the treatment of more chronic diseases at private clinics.12

In order to allow more patients to benefit from the program, the cut-off 
income limit to qualify for subsidies has been raised from S$800 to S$1,500 
per capita monthly household income (which is the median level) and the 
qualifying age has been lowered from 65 to 40 years. 

The relative ease of getting treatment at a nearby private general 
practitioner at subsidized prices is a motivation for patients, especially those 
requiring chronic disease management to get proper and timely treatment. 
Patients can withdraw money from their Medisave accounts to pay for these 
treatments, thereby reducing their out-of-pocket expenditures. Currently, 
patients can use up to ten Medisave accounts (their own and their families’) 
up to S$400 per account per year. Each claim is subject to a deductible of 
S$30 and a 15 percent co-payment.13

As I write in early 2012, the government is developing a masterplan 
to broaden and deepen the current public–private partnership. The goal is 
to enhance the treatment of chronic disease by bringing together private 
general practitioners with other healthcare professionals (for example, 
nurses, and allied health professionals) to form a team approach to care. 
Preliminary ideas under consideration include: Community Health 
Centres to provide ancillary support services to the general practitioners, 
including laboratory tests, radiologic services, podiatry, physiotherapy, care 
coordination, dietetics, and retinal examination; Family Medicine Clinics 
that would bring together private general practitioners and allied medical 
professionals under one roof, with more supportive services available onsite; 
Medical Centres, where ambulatory procedures (for example, day surgery for 
cataract removal) can be carried out in the community. It would also allow 
the general practitioners to work with specialists to co-manage patients with 
complex disease conditions.14
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Other  Public–Private  Partnerships

Another public–private partnership worth noting is the work of the   
National Kidney Foundation (NKF) of Singapore and its approach to kidney 
disease, specifically end-stage renal disease where the kidneys no longer 
function correctly and dialysis or a transplant is necessary. NKF is engaged 
in public education, screening, and operates a network of centers to deal with 
the disease.15

The National Kidney Foundation has been able to establish partner-
ships and sponsorships with corporations and has built a network of 24 
dialysis centers across Singapore. It performs home visits to help patients 
with peritoneal dialysis, a home-based therapy. It also offers its services to 
companies, such as performing health screenings to employees for conditions 
that may lead to kidney diseases.16

It has been estimated that the NKF treats over 70 percent of patients 
with end-stage renal disease and continues to expand its work in preventing 
the disease.17

Hospitals  and  Higher  Levels  of  Care

I wrote earlier that private practitioners handle 80 percent of primary 
care attendances and public polyclinics 20 percent. The numbers reverse 
themselves in the secondary and tertiary care areas (defined as specialist 
care, advanced medical investigation and treatment), where 80 percent of 
inpatient care is provided by the public sector and 20 percent by private. 
Eight public hospitals and several national specialty centers provide the bulk 
of all care.18 In all, there were 30 hospitals in Singapore in 2010, with 15 in 
the private sector (albeit of smaller sizes) and 15 in the public sector.19 The 
public hospitals contained almost 8,900 beds while the private hospitals had 
just over 2,600 beds.20 Also in 2010, 80 percent of hospitalizations were in 
the public sector and 20 percent in the private sector.

Patients are free to use either the public or private system, according 
to their willingness and ability to pay. Public hospitals are obliged care 
regardless of ability of pay. No proof of ability to pay is required before 
admission to public hospitals. According to the Ministry of Health, there 
is no measurable difference in outcomes between the two systems. Private 
hospitals serve a sizeable number of foreigners as well as Singaporeans. The 
private sector offers additional services in their hospitals that some patients 
may be looking for and which are unavailable in the subsidized ward classes 
in the public sector. Parkway Pantai and Raffles Medical Group are two of 
the leading private hospital care providers in Singapore. The United States’ 
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Johns Hopkins University has established a small medical center in the 
country. Generally, private sector hospitals provide more choice to consumers 
who are willing to spend more, demand faster services, and seek more 
amenities. Luxury-level amenities are available in some hospitals. Private 
hospitals are more involved in medical tourism than are the public hospitals. 
In time, private hospitals will play a greater role in the public system as 
the government plans to tap into their spare capacity to treat some of its 
subsidized patients. Bed occupancy rates in the private hospitals average 
about 55 percent.21 Right now, for example, National University Hospital 
is renting 30 beds at West Point Hospital, a private acute and convalescent 
hospital in Singapore, and has been doing so since 2009. 

Public  Hospital  Infrastructure

Soon after independence, the government began upgrading the hospitals, 
which had been built before the Second World War, and acquiring modern 
equipment. It decided to invest in the public hospitals and take the lead 
in improving care because it judged the private sector unable to develop 
sophisticated specialties due to the high costs involved. Hospitals were 
upgraded gradually, beginning with the Singapore General Hospital in the late 
1970s, with others following suit. New hospitals also began to be built as the 
government saw increases in the general population, with a tertiary specialist 
hospital upgraded in 1985, and a secondary care hospital in 2010 due to the 
increasing need for elderly care. Two more hospitals are being built to address 
the increased demand of the aging population. One, being built in the western 
part of Singapore, is slated to open in 2014 with a 700-bed capacity. Another, 
serving the residents in northeast Singapore, will be built by 2018.22 

The infrastructure improvements continue, serving to show the con-
tinual efforts on the part of the government to be prepared for the challenges 
that changing times demand. Healthcare Budget 2011 provides for a 
number of facilities at major public hospitals to be upgraded. The Budget 
also unveiled the government’s plans to develop new intermediate- and 
long-term care facilities to meet the growing needs of the elderly. The plans 
involve building community hospitals, expanding nursing home capacities, 
and building new nursing homes.

Delivery  of  Hospital  Care

Care is delivered at general, regional hospitals, with more specialized care 
at the National Centres. The general hospitals offer acute inpatient services, 



�00            Affordable  Excellence

specialist outpatient services, and a 24-hour emergency department. In 2010, 
there were over 11,000 beds (combined public and private sectors) in 30 
hospitals (15 public and 15 private, including specialty centers, community 
hospitals, and chronic sick hospitals).23 The average length of stay in the 
acute care hospitals, according to the Ministry of Health, was about five 
days, and the average occupancy rate was about 75 percent. According to 
information gathered in a parliamentary question and answer session, in 
2010 there were four million outpatient attendances at the public hospitals, 
with two-thirds of them subsidized. Government subsidy to public hospitals 
for patients totaled just under S$2.25 billion, and most of the public hospitals 
ran at 85 percent capacity on average.24

NaƟonal  Specialty  Centres

Along with the hospitals providing general care, Singapore has developed a 
number of organizations that focus on medical specialties, including cancer, 
oral care, cardiovascular disease, diseases of the nervous system, and skin 
diseases. The National Heart Centre, as an example, is a facility with just 
under 200 beds that handles over 9,000 inpatient admissions each year. 
Offering a full range of treatment from preventative to rehabilitative, it is 
the national and regional referral center for any cardiovascular complications. 
Research, teaching, and training are also conducted there. By way of 
contrast, the National Skin Centre provides dermatological services on an 
outpatient basis. It also conducts research and aids in the training of medical 
students.25

Intermediate  and  Long-‐Term  Care  

Intermediate and long-term care services are delivered through private sector 
as well as voluntary welfare groups. A number of home-based and center-
based options are available to the sick and elderly, so that they can be taken 
care of in a comfortable and familiar environment in their own community. 
These include community hospitals, chronic sick hospitals, nursing homes, 
and hospices.26 These organizations generally are not designed to offer 
the highest levels of technology and critical care available at the general 
hospitals. To encourage community participation and initiative in providing 
care to the elderly, chronically sick, terminally ill, and mentally ill, the 
government began to provide subsidies to some private institutions and 
Voluntary Welfare Organizations providing such care, and continues to do 
so today.
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An array of services is available to patients depending on their needs 
(see Table 6.2). With the increasing numbers of elderly people in the 
population and the demand for these services escalating, this area is receiving 
more attention and funding from the government. For example, in mid-2011, 
the Ministry of Health announced plans to recruit and retain more staff for 
this sector through a pilot central employment initiative. Under the program, 
professionals, including physiotherapists, occupational therapists, and speech 
therapists, would be recruited and deployed.27

Dental  Services

Individuals can have their dental needs taken care of at specially-designated 
polyclinics and hospitals and at the National Dental Centre. Schoolchildren 
are provided dental services through 200 clinics located in schools and via 30 
mobile clinics. Under the Community Health Assist Scheme, Singaporeans 
who qualify can receive subsidies for selected dental services at the private 
participating dental clinics.28

Oversight  Management

The Ministry of Health, with its statutory boards, regulates both the private 
and public sectors. One board, the Health Sciences Authority, is tasked with 
monitoring and ensuring the safety of health-related products. Another, the 
Health Promotion Board, undertakes national health promotion and disease 
prevention efforts.29

The Ministry licenses all hospitals, clinics, clinical laboratories, nursing 
homes, and other healthcare institutes in Singapore. A record of all the 
medical practitioners is maintained at the Singapore Medical Council, a 
statutory board operating under the Ministry of Health. Within the council’s 
purview also lies the task of governance, regulation of professional conduct, 
and ethics of the registered doctors.30 Various professional bodies, including 
the Singapore Dental Council, Singapore Nursing Board, and Singapore 
Pharmacy Council, regulate the other healthcare professions.

The  Cluster  System

All of Singapore’s public healthcare institutions and facilities belong to a 
government holding company called MOH Holdings and are divided into 
six clusters, each anchored by a regional hospital. As of this writing, the new 
organization is almost complete, with some elements still evolving, according 
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Table 6.2
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to the Ministry of Health. For example, decisions regarding which polyclinics 
and step-down facilities are organized under which tertiary care hospitals are 
still in the process of being made.

Once a dormant holding company, MOH Holdings has evolved into 
a high-level, active umbrella organization that provides strategic direction, 
facilitates cooperation across the clusters, and ensures that the Ministry of 
Health’s goals and priorities are realized throughout the system. Among 
its many current specific initiatives are: developing a national information 
technology framework for healthcare; providing for joint recruitment of care 
professionals; and developing a talent management and human resources 
framework for the entire system. The Permanent Secretary of the Ministry 
of Health chairs MOH Holdings.31

At one time, Singapore’s public sector healthcare institutions were 
divided into two broad clusters, one that included National University 
Hospital and the other Singapore General Hospital. It was thought that this 
organization would encourage competition between the two groups, allow 
for greater integration of care within each, and promote economies of scale. 
As of early 2012, as mentioned above, a structural transformation is taking 
place that reorganizes care into six regional groups in an effort to respond 
to the needs of the growing number of older patients with complex, chronic 
diseases. Each cluster is anchored by a regional hospital that continues to 
provide acute care, but with tight linkage to specialty centers, tertiary care 
hospitals, intermediate and long-term care facilities, and polyclinics and 
general practitioner clinics that are not publically owned.

The regional hospitals will offer the acute care that they excel at 
delivering. Illnesses that require a higher level of care would be referred to 
one of the five National Centres (devoted to eye, skin, dental, cancer, and 
heart care), or to one of two hospitals offering comprehensive specialty 
care, each of which, in turn, is closely tied in to a medical school. The 
close association of these hospitals with the schools and their environment 
of research, innovation, and continual improvement, will be to the benefit 
of patients. 

The many various intermediate and long-term care institutions also 
residing within each cluster provide the necessary services for moving 
stabilized chronic disease patients away from hospitalization and acute 
care to a more appropriate and less critical level of care. The Agency for 
Integrated Care helps ensure that the transitions of patients to lower levels 
of care happen smoothly and are appropriate for the individual situation.32 
In this way, patients can receive continued treatment and monitoring in the 
most convenient setting conducive for their recovery.
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Diabetes patients, to mention just one example, would benefit greatly 
from a cluster system like Singapore’s. According to the 2010 National 
Health Survey, over 11 percent of the population between aged 18 and 
69 years suffer from the disease, making it a major healthcare challenge in 
Singapore.33 The disease can be effectively controlled through a diligent and 
regular application of medication, diet, exercise, and regular check ups. Yet 
it is estimated that only a small percentage of sufferers keeps the disease 
under control. Individuals cite reasons such as lack of time or distance to 
be traveled for medical appointments, no caregiver at home, and a lack of 
motivation, among others. 

The cluster system would allow diabetes patients and their medical 
records, through the electronic health record system, to move smoothly 
through various levels of care from acute care, as necessary, at their regional 
hospital, to step-down care at a nearby intermediate or long-term care facility, 
and finally to a local, neighborhood polyclinic, where regular appointments 
for check ups and regular treatment could easily be scheduled and taken. If 
complications occur, they would be quickly detected, and patients could be 
efficiently moved back up the system to the regional hospital, for instance, 
for acute care. 

The government is also giving private general practitioners a role to play 
in the cluster system. With about 2,000 practitioners located in communities 
throughout Singapore, their facilities are far more numerous than the 
polyclinics and are usually located much closer to potential patients. Thus 
they generally offer more convenience to the patient, including less travel 
time and difficulty. This deepening of the private–public relationship again 
illustrates the government’s continuing efforts to innovate, to better itself, 
and to improve the quality of its patients’ experiences.

* * *

Chapter  6:  KEY  POINTS

• Primary care is provided mainly by approximately 2,000 private general 
practitioners in Singapore
º Public facilities available for primary care are called polyclinics 

and are multi-doctor facilities with support services and often 
laboratories on the premises. The polyclinics account for 20 percent 
of primary care attendances

º There are 18 polyclinics in the system, and they are highly 
subsidized for eligible patients
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• Under the Community Health Assist Scheme, private doctors are being 
enlisted to provide basic care, treat certain chronic illnesses, and provide 
dental care
º Visits are subsidized for the lower-income and disabled
º The Scheme helps to alleviate the very high patient load at the 

polyclinics
• Higher levels of care are provided mainly by the public hospitals, 

although private hospitals exist as well.
º There are 15 public and 15 private hospitals in Singapore
º The public Specialty Centres offer focused care for cancer, heart 

disease, and other illnesses
• Intermediate or long-term care is provided by a variety of institutions 

including community hospitals, chronic sick hospitals, nursing homes, 
and hospices

• Singapore is reorganizing its hospitals and all other care facilities into 
six regionally-oriented public healthcare “clusters”
º  Each cluster is anchored by a general hospital
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CHAPTER  7

InvesƟng  in  the  Future  through  
Medical  EducaƟon  and  Research

�0�

Education, research, innovation, and continual improvement are fundamental 
to the success of the Singapore healthcare system. The government has two 
broad goals in mind as it directs investment into healthcare knowledge and 
medical research. One is to better serve the people of Singapore, making 
certain the healthcare system is staffed with highly-competent, highly-
trained doctors, nurses, and other medical personnel, and that the system 
is as effective and efficient as it can possibly be by incorporating relevant 
new technologies and research findings in the delivery of care. The other is 
to make economic progress in Singapore by developing the country into a 
world-class research center, attracting corporations to its laboratories, inviting 
collaboration with the private sector in an effort to bring innovations to the 
market, and supporting new Singapore-based companies in the technology 
or biomedical industries.

Medical  EducaƟon  and  Training

There is a widely acknowledged shortage of doctors and other healthcare 
professionals in Singapore, currently with 18 doctors per 10,000 population.1 
The Ministry of Health estimates that growth in demand for medical 
professionals will increase about 50% between 2012 and 2020, requiring 
some 20,000 professionals: doctors, nurses, dentists, pharmacists and allied 
health professionals. Some observers believe the shortage of doctors is a 
major challenge that must be addressed through new ways of education 
and training—with the traditional apprentice method and emphasis on 
examinations in need of change.2
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Aside from the increase in students being trained in the local univer-
sities, as discussed below, the government allows foreign-trained doctors 
whose degrees are recognized by Singapore to practice in the country. Other 
health workers are “imported” as well, both to meet domestic demand and 
to provide care to medical tourists.3

The Singapore system includes two undergraduate medical schools 
and one postgraduate medical school. The oldest medical school, part of 
the National University of Singapore, maintains a traditional European 
approach based on the British model to training doctors; the postgraduate 
medical school, a collaboration between NUS and Duke University, offers an 
American-style approach and prepares its graduates to be clinician-scientists. 
The third and newest, part of the Nanyang Technological University, will 
train doctors with an innovative curriculum developed in conjunction with 
the Imperial College London, combining science, technology, and business 
management. 

Yong  Loo  Lin  School  of  Medicine

NUS’s medical school, now known as the Yong Loo Lin School of Medicine, 
was founded in 1905 as the “Straits Settlements and Federated Malay States 
Government Medical School.” The school’s name was changed to King 
Edward VII Medical School in 1912, when the King Edward VII Memorial 
Fund made a gift of S$120,000 to the school. Recognition for the school’s 
License in Medicine and Surgery came in 1916 from the General Medical 
Council of Great Britain. It was absorbed as the Faculty of Medicine of 
the University of Malaya, an early precursor of the National University of 
Singapore, in 1949. 

In 2005, the school became the Yong Loo Lin School of Medicine 
after being given a gift of S$100 million by the Yong Loo Lin Trust with 
the intent to boost development of multidisciplinary translational research 
pertinent to Singapore’s health needs.

In 2008, the School of Medicine, with the National University Hospital 
and the Faculty of Dentistry, came together under the common governance 
of the National University Health System. This change in governance was 
effected to make possible better synergy between education, research, and 
clinical care.4

The School is modeled after the British approach to undergraduate 
medical studies and graduate students with a Bachelor of Medicine and a 
Bachelor of Surgery. A Bachelor degree in Nursing is also offered. Graduate 
programs include Masters of Medicine in numerous specialties; Masters and 
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PhDs in various biomedical disciplines, and the Master of Nursing degree. In 
2011, the Yong Loo Lin School of Medicine was ranked as the top medical 
school in Asia and 18th in the world overall by QS World University 
Rankings by Subject (Medicine).5

Academic departments include the following: Alice Lee Centre for 
Nursing Studies, anesthesia, anatomy, biochemistry, epidemiology and 
public health, diagnostic radiology, medicine, microbiology, obstetrics and 
gynecology, ophthalmology, orthopedic surgery, otolaryngology, pediatrics, 
pathology, pharmacology, physiology, psychological medicine, and surgery. 
The school operates several centers for advanced education and research, as 
follows: Centre for Biomedical Ethics, Centre for Molecular Epidemiology, 
Centre for Environmental and Occupational Health Research, Centre for 
Health Policy and Management, Singapore Epidemiology of Eye Diseases 
Centre (also known as SEED), Centre for Translational Medicine, although 
some of these centers will be moved under the School of Public Health. 

The school admits fewer than 300 students in each class. In 2011, 
255 Bachelor degrees were conferred along with numerous Master degrees 
(see Figure 7.1 for more details). Its course of study is a five-year program 
emphasizing the clinical side of medicine. Its seven areas of focus are cancer, 
cardiovascular disease, aging and the neurosciences, gastrointestinal and 
liver disease, immunology, regenerative medicine, and infectious diseases, 
all conditions common in Singapore’s population.6 The Centre for Nursing 
Studies graduated 53 students with the Bachelor’s degree and 22 students 
with the Master of Nursing degree in 2011.

The school also offers an extensive list of graduate programs. Degrees 
include Doctor of Philosophy (School of Medicine), Doctor of Philosophy 
(Cancer Science Institute), Doctor of Philosophy (Nursing), Doctor of 
Philosophy ( Joint PhD with Imperial College), Master of Science (School of 
Medicine), Master of Science (Nursing), and Master of Clinical Investigation. 
It also offers a Master of Medicine degree in the following concentrations: 
Anesthesiology, Diagnostic Radiology, Emergency Medicine, Family 
Medicine, Internal Medicine, Obstetrics and Gynecology, Ophthalmology, 
Orthopedic Surgery, Otorhinolaryngology, Pediatric Medicine, Psychiatry, 
and Surgery. The school’s executive and professional staff numbers almost 
250 (see Figure 7.1).

Associated with the Yong Loo Lin School is NUS’s Health Cluster 
at the Faculty of Arts and Social Sciences. The Health Cluster is made up 
of almost 30 faculty members from many different departments in the Arts 
and Social Sciences faculty, including Communications and New Media, 
Economics, Geography, Japanese Studies, Psychology, Sociology, and Social 
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Work. The group is committed to faculty and graduate student research into 
health-related issues important to Singapore and the region.7

Reflecting its membership, the Cluster’s research projects are multi-
disciplinary and include cross-campus collaborations with the Yong Loo Lin 
School of Medicine and the Faculties of Law, Business, and Engineering. 
Areas of research include: health policy, long-term healthcare financing, 
addiction behavior, neuropsychology, disease pandemics, and post-disaster 
health risks. In the area of aging, work is being done on issues such as active 
aging, social isolation and health, care-giving, and end-of-life.

The Cluster also supports health research by graduate students. 
According to its website, the group has graduate students conducting 
research in fertility, mortality, public health, HIV, and aging, using data from 
Singapore and other parts of Asia.8

Duke-‐NUS  Graduate  Medical  School

Duke University of the United States and the National University of Singa-
pore collaborated to found this graduate medical school—known as Duke-
NUS—with its orientation on biomedical sciences. It was established as part 
of Singapore’s strategy to become a leading hub for biomedical research and 
education for the purpose of training medical professionals who would be 
able to support the biomedical initiative. Duke and NUS formalized their 
arrangement in 2005, and the first class of 26 medical students entered the 
school in June of 2007. It now admits over 50 students each year.

The school follows the American model of medical education in that 
students must first complete their undergraduate degrees before entering the 
school, where they will typically earn their MDs in four years. The school 
also offers a PhD and a combined MD/PhD program for students intent 
on pursuing a biomedical-research-oriented clinical practice and which may 
take as long as seven years to complete.

The Duke-NUS curriculum is patterned after Duke University’s 
Medical School and represents a shift away from the classical method of 
educating doctors by lectures and clinic ward experience. At Duke-NUS, 
a more active and collaborative type of training takes place. It emphasizes 
creative thinking skills and problem-solving over pure memorization.

A team-based learning approach and problem-based learning strategies 
are used in the medical education process. Small-group and collaborative 
learning are the norm. The school’s cooperative team-based learning 
approach is based on a model developed by Larry Michaelsen, a Professor of 
Management at the University of Central Missouri in the United States.
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Traditional lectures are converted into voice-annotated presentations 
that the students review prior to class. Required readings and the review of 
all lecture material on a given topic also take place before class. The class 
(divided into student teams) then focuses on assuring understanding and 
problem-solving by principle application with the help of the faculty. The 
faculty itself is multidisciplinary and consists of teams of clinicians and 
scientists supported by education faculty with expertise in the science of 
learning. The aim is to have the classroom discussions driven by student 
enquiry rather than faculty answers or lecturing. The classes include activities 
that require students to apply problem-solving and to make meaningful 
choices to respond to the challenges. Students are given feedback from their 
peers as well as from the faculty. Useful social media tools such as Facebook 
are integrated into all aspects of learning. 

According to Frank Starmer, Associate Dean for Learning Tech-
nologies at the school, “by design, from the beginning, we avoided silos by 
not having traditional departments. Our current organization facilitates  
cross discipline interaction. Professor Ranga Krishnan’s leadership (he 
is Dean of the medical school), has moved us forward with innovative 
approaches to learning, clinical care and outreach. Said another way, 
our organization is simply fun to be part of. We are not aligned with a 
departmental organization. We have four divisions: Education, Research, 
Admin, Clinical Sciences.”9

Associate Dean Starmer has emphasized the importance of stimulating 
students’ curiosity—even a “childish curiosity”—and imagination, as he sees 
those as key components to problem-solving. He prefers student-centric 
learning and even endeavors to rekindle the joy of leaning in school.10

In addition to the MD, the school offers a PhD Program in Integrated 
Biology and Medicine. The program emphasizes training in translational 
science. Specialty tracks are offered in cancer and stem cell biology, 
cardiovascular and metabolic disorders, neuroscience and behavioral disorders, 
health services and systems research, and emerging infectious diseases. The 
school also offers a combined MD/PhD program for students pursuing 
research-oriented careers, combining biomedical research with the practice 
of clinical medicine. 

Duke-NUS specialty centers for advanced scientific research and 
education include Center for Quantitative Medicine, The Cognitive Neuro-
science Laboratory, and The Lien Centre for Palliative Care.

As of this writing, Duke-NUS has more than 500 full-time and ad-
junct faculty in research and education; has received approximately S$120 
million in research funding; and participates in more than 35 research 
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collaborations and research partnerships. In addition, 18 patent applica-  
tions have been filed, and one biotech company has been founded by two 
members of the faculty.11 These two medical schools are closely aligned
with tertiary hospitals—Duke-NUS with the Singapore General Hospital 
and the Yong Loo Lin School of Medicine with the National University 
Hospital. The linkage brings these institutions together in an environment 
conducive for research and development, innovation, and high-quality 
training.

Singapore’s  Newest  Medical  School

The Lee Kong Chian School of Medicine is scheduled to begin training its 
first class of 50 students in 2013. When fully realized, the school plans to 
admit 150 students each year. The School is a partnership of the Nanyang 
Technological University (NTU) and Imperial College London, and faculty 
will be drawn from Imperial College as well as recruited from Singapore 
and around the world. 

The NTU approach to medical education will be forward-looking 
as healthcare in the future increasingly will be built at the intersection of 
medicine and science and technology. The school will train new generations 
of physicians with a new curriculum bringing together the “strength of 
Imperial College’s world-leading medical expertise with NTU’s core 
strengths in engineering and business,” according to Dr. Su Guaning, 
former President of Nanyang Technological University. The School will 
start out “not just training the best clinicians but also make a deep impact 
on the innovation of medical devices and the healthcare system as a 
whole.” Interdisciplinary learning will include the engineering behind new 
medical devices, health economics, and management skills at Nanyang 
Business School. 

It is to be an undergraduate medical program taking five years with 
the awarding of a joint Imperial College–Nanyang Technological University 
Bachelor of Medicine and Bachelor of Surgery. Faculty members will be 
drawn from Imperial College London, as well as recruited from Singapore 
and around the world. 

The School plans to enroll the best students who also show an ability 
to become caring doctors committed to serving the community. Testing and 
interviewing of prospective students are meant “to identify the most capable 
students who have the best chance of becoming the patient-centered doctors 
that you and I would want to have caring for us,” according to Senior Vice 
Dean, Professor Martyn Partridge.12 
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Clinical training will take place in conjunction with the National 
Healthcare Group as well as other hospitals, and will give students exposure 
to a range of healthcare settings, including polyclinics, acute care hospitals, 
and national specialty centers.13

ConƟnuing  EducaƟon  of  Medical  Personnel

In order to upgrade doctors’ clinical capabilities and knowledge, many 
would have gone through the Ministry of Health’s Health Manpower 
Development Programme training, an overseas skills-based attachment 
program in selected overseas institutions. Doctors also need to undergo 
compulsory Continuing Medical Education (CME) in programs approved 
by the Singapore Medical Council in order to keep abreast of the advances 
in the medical field. Since 2005, all fully and conditionally registered doctors 
must meet CME requirements before their practicing certificates are 
renewed. Doctors earn Continuing Medical Education “points” by attending 
or participating in approved programs and events, publishing in journals, 
self-study and online programs, and earning overseas postgraduate degrees 
or diplomas.14

Members of the Academy of Medicine Singapore, College of Family 
Physicians Singapore, Singapore Medical Association, as well as doctors 
working in both the public and private sectors are represented on a 
committed that accredits CME programs and reviews CME policies and 
programs.15

Nanyang  Technological  University  

As a leading science and technology university, NTU conducts a broad 
range of research, including biomedical engineering and computational 
biology. The College of Engineering is home to the School of Chemical and 
Biomedical Engineering, which conducts research in many areas, including 
nanotechnology with a focus on health, chemical process engineering with 
application to the pharmaceutical industries, nanomedicine and biomedical 
devices for improving healthcare, and biomolecular engineering with a 
noteworthy focus on biomedicine and small molecule anticancer drugs.

The College of Science contains the School of Biological Sciences 
with two areas of prime investigation: structural biology/biochemistry and 
also molecular genetics/cell biology. Research areas include, among others, 
genomics, cell biology, molecular biology, infectious disease and immunology. 
The University also houses a large number of research centers working in 
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numerous areas of inquiry. A few of them, relevant to healthcare, include 
bioinformatics, bionanosystems, and structural biology.16

The  Saw  Swee  Hock  School  of  Public  Health

The origins of public health research and teaching in Singapore can be 
traced back to the establishment of the Department of Social Medicine and 
Public Health in the then King Edward VII College of Medicine in 1948. 
Much has changed since then and the Department’s focus has reflected 
the changing landscape of public health in Singapore. From involvement 
in the Singapore Cancer Registry to pioneering etiological research on 
high incidence cancers in Singapore, it was renamed the Department of 
Community Occupational and Family Medicine in 1987, and expanded 
its research to include epidemiology of cardiovascular and eye diseases, 
development of monitoring standards for environmental carcinogens and 
population-based cohort studies. 

Responding to an increased need for public health training, the 
Department converted the Master of Medicine Programme to the Master of 
Public Health degree in 2007. Two years later, the Department became the 
Department of Epidemiology and Public Health at the National University 
of Singapore. These changes precipitated expansion into new areas of 
research, including the genetic determinants of disease in Asian populations, 
the mathematical and statistical modeling of infectious disease epidemiology, 
as well as the role of gene environment interactions in shaping chronic 
disease risk factors in the Singapore population.

The Department of Epidemiology and Public Health was transformed 
in 2011 into a new school of public health, the Saw Swee Hock School 
of Public Health. The unique character of the School is reflected in two 
of its goals. The first is how to reduce the cost of healthcare spending in 
Singapore now that most traditional public health issues are well met by 
the current system. The School plans to use extensive quantitative modeling 
to understand potential consequences of Singapore’s current health policies 
as well as any proposed changes, allowing for very realistic conceptual 
experimentation. The second goal is to become a regional leader in South 
and Southeast Asia health policy.

The School will train the nation’s future leaders in healthcare and 
will perform research into and develop new models of public health and 
care delivery. It aims to strengthen the teaching of undergraduate medical 
students at the Yong Loo Lin School of Medicine and intensify research 
efforts in chronic non-communicable diseases such as diabetes, hypertension, 
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cancer and heart disease. The School also plans to develop strong infectious 
diseases capabilities and help Singapore be well-prepared for potential 
new epidemics in the future. It offers a Master in Public Health that 
can be pursued on a full-time or part-time basis. At this time of writing, 
specializations are available in clinical epidemiology, global health, and 
occupational and environmental health.17

The School is organized into four domain areas: Epidemiology—
focusing on cancer, cardiovascular and metabolic diseases, nutritional 
epidemiology, eye disease and infectious diseases, and new areas of research 
such as mathematical modeling and surveillance of infectious diseases; 
Biostatistics—health statistics and analysis plus newer areas of research 
including public health genomics; Health Systems and Policy Research—
research initiatives that include utilizing mathematical and econometric 
modeling for policy decision-making as well as the development of new 
health monitoring devices; and Health Behaviour and Health Promotion—
focused on behavior change interventions, with research aimed at reducing 
high-risk sexual behavior as well as workplace health promotion interventions 
for an aging population. Since 2011, the School and the London School of 
Hygiene and Tropical Medicine have been collaborating on public health 
research and education.18 

According to Professor Chia Kee Seng, Dean, Saw Swee Hock 
School of Public Health, the School will be active in health education 
and promotion, health systems and policy, looking at questions such as 
how to model care systems for outbreaks. He sees disease prevention to 
be of primary importance and is committed to finding ways to promote 
prevention—especially of diseases such as diabetes—including helping the 
people of Singapore eat better, healthier foods.

Singapore’s  Policy  Research  Centers

The Saw Swee Hock School of Public Health is not alone in the investigation 
and research into healthcare policy. Singapore is investing in all kinds of 
policy research—organized inquiries into areas of importance to the country 
and the region, including education, the economy, urban issues, national 
defense, and more. Below I discuss a number of policy institutes located in 
Singapore along with a description of their special areas of interest.

Lee  Kuan  Yew  School  of  Public  Policy  

The Lee Kuan Yew School of Public Policy at the National University of 
Singapore is led by Kishore Mahbubani, Dean and Professor in the Practice 
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of Public Policy. The school is dedicated to the education and training of the 
emerging generation of Asian policymakers and leaders. Its aim is to “raise 
the standards of governance throughout the region, improve the lives of the 
region’s people and, in so doing, contribute to the transformation of Asia.”

It has formed partnerships with the John F. Kennedy School of 
Government at Harvard University, Columbia University’s School of Inter-
national and Public Affairs, the London School of Economics and Political 
Science, and the Institut d’Études Politiques de Paris.

The School offers one PhD and four Masters programs: the Master 
in Public Policy, the Master in Public Administration, the Master in Public 
Management, and the Master in Public Administration and Management. 
It also offers the Doctor of Philosophy in Public Policy, with specialization 
in development studies, economic policy, international relations and security, 
social and environmental policy, and public management and governance.19 
The School currently has 400 students from approximately 50 nations.

The Lee Kuan Yew School of Public Policy has established a number 
of research centers that bring together leading academics, international  
thinkers, politicians and others to study and discourse upon topics important 
to Asia’s future. The research centers are: Asia Competitiveness Institute, 
Centre for Asia and Globalisation, Institute of Policy Studies, and Institute 
of Water Policy.20

IniƟaƟve  to  Improve  Health  in  Asia

Led by the National University of Singapore, the Initiative to Improve 
Health in Asia—known as NIHA—is dedicated to improving public health 
and healthcare delivery in Asia. NIHA focuses on high-level thinking 
and policy formulation in public health and health systems development 
in Asia, and it seeks to make Singapore a leader in healthcare policy and 
healthcare research. NIHA is coordinated by the NUS Global Asia Insti-
tute, in collaboration with the Lee Kuan Yew School of Public Policy, Yong 
Loo Lin School of Medicine, and the National University of Singapore 
Business School.21

NIHA’s research encompasses medical, economic, social, and ethical 
issues in all aspects of healthcare, including organization, financing, 
management and delivery of care. Priority is given to important, relevant 
issues in Asia; for example, the growing percentage of elderly people in 
the population. NIHA seeks out research partners across Asia to help it 
in its work. It also organizes forums on health policy, one recent one being 
“Combating Chronic Disease in Asia—Gaps and Innovations.” The forums 
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attempt to encourage consensus-building and partnerships among healthcare 
policymakers and industry leaders. NIHA’s leadership program is a two-
week-long program aimed at training future leaders in the healthcare sector. 
Topics in the most recent leadership program included health policy and 
program design, implementation and evaluation, and healthcare leadership 
and management, and was aimed at emerging leaders contributing to the 
healthcare field.22

Global  Asia  InsƟtute

Global Asia Institute operates within the National University of Singapore, 
and University President Tan Chorh Chuan has said that through the 
Institute’s works, the University expects to become “a pre-eminent center for 
thought-leadership, research and education on critical issues for Asia.”23

The Institute’s mission is to lead in research and scholarship directed 
toward topics vital to Asia’s future. It takes a “holistic” approach to addressing 
Asian issues and draws upon many areas of knowledge at the University, from 
engineering and design to social sciences and public policy. It also works in 
collaboration with scholars and research/policy centers internationally. 

The Institute specializes in the large, fundamental issues important to 
Singapore, Asia, and the world. Current areas being investigated include: 
challenges in the global economy; the future of urban societies; and managing 
resources for livable cities.24

InsƟtute  for  Policy  Studies

The Institute for Policy Studies is a think-tank dedicated to the research 
and analysis of domestic policy issues. Its research is primarily focused on 
Singapore-centric subjects, but it also keeps an international perspective 
because of Singapore’s interconnectedness to global economics and politics. 
Major areas of research include: Arts, Culture, and Media; Demography 
and Family; Economics and Business; Politics and Governance; Society 
and Identity.

Examples of the Institute’s work within these areas include: artistic 
freedom, development of creative industries, old and new rules for evolving 
internet media (Arts, Culture, and Media); causes and consequences of 
Singapore’s low total fertility rate and policy responses, the characteristics 
of the aging population and the needs and support systems required for the 
older citizens and residents, and immigration and labor mobility policies 
(Demography and Family).
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While most of the Institute’s projects deal with current concerns, 
there are also long-term studies contemplating future developments in 
Singapore.25

Science  and  Technology  Research  in  Singapore—A*STAR

Singapore’s Agency for Science, Technology and Research—A*STAR—is 
an important player in science and technology research with a worldwide 
reputation. It strives to turn research into practical products, services, and 
businesses that will benefit the nation’s economy and build its reputation 
as a world-class research and development center. Its goal is to accel-
erate “the translation of research findings” into commercial products and 
services that will benefit Singapore’s economy. The agency supports key in-
dustries important to Singapore’s economy by promoting manpower training 
and development in the sciences, engineering, and technology; undertaking 
research and development through its research institutes; and promoting 
commercial application of scientific knowledge and technology advances 
through collaboration with industry and commercialization of intellectual 
property. Its efforts to improve the economy of Singapore through health 
technologies include encouraging foreign companies and medical device 
firms to set up shop in Singapore, and also starting  companies itself. 

Singapore is fortunate that all the country’s major investment decisions, 
finance, foreign relations and politics, and economic development issues are 
addressed through a centralized cabinet process. As it became apparent to 
government leaders that Singapore might thrive as a science and technology 
based economy, a number of scientific research institutes were created in 
areas such as molecular and cell biology, clinical sciences, and medical 
biology. Eventually, A*STAR became the parent overseer of these institutes 
and was placed under the guidance of the former head of the Economic 
Development Board who had been instrumental in restructuring the 
manufacturing sector.26 The Agency includes 14 biomedical and physical 
sciences and engineering research institutes and six consortia and centers, 
located in Biopolis, Fusionopolis, a world-class science and engineering 
research complex, and in the immediate area. 

Under A*STAR’s aegis are a number of organizations that oversee 
different sectors of research and development, including, Biomedical 
Research Council; Science and Engineering Research Council; and the 
A*STAR Joint Council. 

The Biomedical Research Council oversees the development of 
Singapore’s core research capabilities in bioprocessing, chemical synthesis, 
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and genomics, among many other areas of scientific inquiry. The Council 
also promotes translational medicine and cross-disciplinary research in the 
healthcare area, in collaboration with the Ministry of Health, and supports 
biomedical research in the wider scientific community such as public 
universities and hospitals.

The Science and Engineering Research Council’s purview is physical 
sciences and engineering, where it promotes research and development in 
areas including communications, data storage, materials, chemicals, compu-
tational sciences, microelectronics, advanced manufacturing and metrology.  
It drives the development of knowledge-intensive industries through the 
creation of knowledge and intellectual property, and manages seven research 
institutes among other facilities.

The A*STAR Joint Council’s work takes an interdisciplinary approach 
to research in the biomedical, physical science, and engineering fields. The 
Council’s mission, according to its website, is “to seed and develop novel 
scientific discoveries and innovations, leveraging on A*STAR’s spectrum of 
capabilities.” It acts as a bridge between the Biomedical Research Council 
and the Science and Engineering Research Council, enabling researchers to 
explore new opportunities in science and technology.27

Subsidiaries of A*STAR include seven biomedical institutes that 
do research in support of key industries such as pharmaceuticals, medical 
technology, and biotechnology. Two of the institutes focus on translating 
research into clinical applications for medical diagnosis and treatment.28

To address the issue of the country’s shortage of trained scientists, 
A*STAR launched programs to fund graduate and post-doctoral studies 
for Singaporean students. One such program, called the A*STAR Graduate 
Scholarship Partnership PhD Programme, is aimed at students who wish 
to pursue a research and development career in science and technology 
after earning a PhD. The program sends students to selected universities 
around the world. Currently there are approximately 650 graduate students 
studying abroad. Returning students join scientists working in the various 
research institutes. The program requires scholarship recipients to return to 
Singapore upon completion of their studies for a service commitment of up 
to three years.29

Biomedical  Research

A prime example of Singapore’s dedication to investing in new medical 
knowledge is its focus on biomedical research, investigating the causes of 
and developing treatments for diseases. Mr. Khaw Boon Wan, Singapore’s 
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Minister for Health from 2004 to 2011, said that biomedical science is a 
pillar of the healthcare system. The country has invested billions of dollars 
in this area, and Biopolis, a state-of-the-art research and development center 
is clear evidence of its efforts

So visible, in fact, that Mr. Khaw remarked that as people pay higher 
taxes, they ask what they are getting in return for this kind of investment. 
The government’s answer is that its medical institutions are focusing on 
translational research, that is, the translation of new knowledge to medical 
practice that can directly benefit the population. A practical orientation of 
this kind is much easier for people to accept than a focus on fundamental 
or pure research.30

Biomedical  Sciences  IniƟaƟve

By one estimate, biomedical sciences account for six percent of Singapore’s 
GDP, and manufacturing output in this sector is over S$23 billion.31 
Singapore launched its biomedical sciences initiative in 2000. It was a bold 
step with the intention of making Singapore the biomedical research and 
manufacturing hub of Asia. The initiative was designed to invest more 
than S$3 billion over five years to accelerate development of the program. 
Incentives were created to bring health-related manufacturers to Singapore. 
Research institutes focused on genomics, bioinformatics, bioengineering, 
nanotechnology, molecular and cell biology, and cancer therapies also 
received support.
• The Biomedical Research Council of A*STAR funds and supports 

public research initiatives.
• The Economic Development Board’s Biomedical Sciences Group 

promotes private sector manufacturing and research and development 
activities while Bio*One Capital functions as the biomedical investment 
arm of Board.

• The Ministry of Health’s National Medical Research Council funds and 
supports public research initiatives, as well as awards medical research 
fellowships for the development of medical research manpower.
Initiatives that have come out of this approach include establishing 

research infrastructure, providing venture capital support, and strengthening 
manpower capabilities.

The initial phase of the initiative focused on developing core public 
research capabilities in the many areas necessary for advanced research, 
including bioprocessing chemical synthesis, and genomics, to name just a 
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few. The second phase focused on strengthening the research capabilities 
for translating laboratory work into clinical applications that would 
provide advances in the state of healthcare. Consortia initiatives were also 
launched, in areas such as cancer research, bioimaging, stem cell research, 
and more. The third phase, which we are currently in, focuses on developing 
economic opportunities in the biomedical sciences by bringing together 
research agencies, industries within Singapore, and outside corporations 
for collaboration and partnerships.32 This initiative led to the founding 
in 2005 of the Duke-NUS Graduate Medical School in Singapore. The 
idea behind this collaboration was to develop a curriculum both to 
complement and support the research taking place in biomedicine. With 
an innovative new curriculum, the School looks to produce graduates who  
are highly-trained medical leaders knowledgeable in clinically-related 
research. The first class of medical students completed their four years of 
training in 2011 and has moved on to their residencies. I will have more to 
say about the medical schools and their role in the healthcare system later 
in this chapter. 

Biopolis

A dramatic symbol of Singapore’s commitment to healthcare research 
and biomedical research in particular, Biopolis, is an impressive complex 
of seven buildings containing state-of-the-art research laboratories and 
the latest equipment. The complex was designed to promote and enable 
collaboration between private corporations and public research institutes and 
public educational organizations. Biopolis has grown into an international 
research and development center. The complex attracts scientists, researchers, 
technicians, and administrators from around the world—currently 2,000     
in number. 

The buildings provide space and resources for scientific research, and 
house both public and private laboratories. One key attraction of the site is 
the close intermingling of public and corporate facilities, affording unique 
opportunities for cooperation and integration of scientific exploration.

Several government agencies, publicly funded research institutes, 
and research labs of pharmaceutical and biotechnological companies are 
found in Biopolis, as well as laboratories for research in neuroscience and 
immunology.

Included among the many organizations with laboratories and offices 
in the complex are Singapore’s A*STAR biomedical institutes, including 
the Bioinformatics Institute, Bioprocessing Technology Institute, Genome 
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Institute of Singapore, Institute of Bioengineering and Nanotechnology, and 
Institute of Molecular and Cell Biology; Bio*One Capital; laboratories of 
leading corporations such as the GlaxoSmithKline Centre for Research in 
Cognitive and Neurodegenerative Disorders; Novartis Institute for Tropical 
Diseases, which collaborates with A*STAR’s Genome Institute in its work; 
and Fujitsu Laboratories, the first biomedical-focused research facility in 
Southeast Asia.33

Procter & Gamble is creating its Singapore Innovation Centre at 
Biopolis. The S$250 million premises will house 400 researchers when fully 
completed in 2013. The Centre will make Procter & Gamble the largest 
private sector organization at Biopolis and the first to erect its own building. 
It will undertake development and design of healthcare, beauty and grooming 
products, as well as new materials research.34

Government offices in Biopolis house regulatory agencies involved     
in drug administration and medical device registration, in order to be 
available to provide convenient consultation and information, and to 
address issues in these areas. State-of-the-art equipment and scientific-
technological services are available at Biopolis through its Shared Facilities 
program. It manages and provides core services that researchers need, such 
as glassware washing and media preparation. Other services available 
include DNA sequencing, flow cytometry, mass spectrometry, and much 
more. Singapore’s investment in the biomedical industry appears to be 
paying off. From 2000 to 2007, the manufacturing output of the biomedical 
industry quadrupled from S$6 billion to over S$24 billion, making it one 
of the fastest growing sectors in Singapore’s economy. The number of 
workers employed in this sector also increased during that same time   
period from under 6,000 to almost 12,000. 2010 figures show an output of 
just under S$23 billion, a workforce numbering almost 14,129 establish-
ments operating in the sector, and a contribution to GDP of 3.5 percent 
(see Table 7.1).35

Achievements in the biopharmaceutical sector include: seven of the 
world’s top pharmaceutical and biotechnology companies investing in 30 
manufacturing facilities in Singapore; and the fact that eight of the top ten 
pharmaceutical companies have their regional headquarters in the country.36 

With reference to medical technology, Singapore can point to 30 
global medical technology companies with commercial-scale manufacturing 
plants; the country has become one of the world’s leading manufacturing 
sites for research tools and diagnostics instruments; plus, all of the top     
ten medical technology companies now have their regional headquarters 
in Singapore. 
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Table 7.1
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Private  Hospital  Healthcare  Investments

The private sector is also involved in expanding Singapore’s economic 
foot-print internationally in the healthcare sector. Parkway Pantai Limited, 
previously headquartered in Singapore but now part of the IHH Healthcare 
Berhad group, is one of the region’s largest integrated private healthcare 
groups with a network of 17 hospitals and more than 3,000 beds throughout 
Asia, including Singapore, Malaysia, Brunei, India, China, and Vietnam. 
From 2013, the Group will have six new hospitals with more than 1,800 
additional beds.37

 In Malaysia, the Group owns and operates 11 hospitals and ancillary 
healthcare services; in China, nine medical, surgical, and dental centers.

Through 2010, 69 percent of Parkway’s billion dollar plus revenue 
came from Singapore, with 24 percent coming from Southeast Asia and the 
remainder from North and South Asia.38 

The Raffles Medical Group also has holdings outside of Singapore, 
including four medical centers in Hong Kong and Shanghai. It also manages 
the airport clinics in Singapore’s Changi International Airport and Hong 
Kong’s Chek Lap Kok International Airport. Raffles Medical Shanghai is 
the company’s first medical center in China. The company reports that this 
comprehensive medical center has been growing steadily. 

Raffles’ revenue in 2011 was S$273 million.39

InvesƟng  in  Healthcare  Companies

Singapore’s interest in and investment in healthcare extends beyond the 
borders of the country. 

Temasek  Holdings

Through Temasek Holdings, an investment company owned by the 
Government of Singapore (Temasek means sea town, the original name 
of Singapore), the country makes direct investments in companies around 
the world.40 Temasek is supported by 12 affiliates and offices in Asia and 
Latin America, and owns a portfolio valued in the area of S$200 billion, 
concentrated principally in Asia. Temasek’s portfolio covers a broad spectrum 
of industries: financial services; transportation, logistics and industrials; 
telecommunications, media and technology; life sciences, consumer and real 
estate; and energy and resources. 

Over the years, Temasek’s investments in bioscience and healthcare 
outside of Singapore have included a joint venture in the pharmaceutical 
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sector with US biotechnology company, Quintiles Transnational Corporation, 
and Interpharma Asia Pacific, a Hong Kong healthcare company, to com-
mercialize drugs in the Asia Pacific market; an investment in Vical, a US 
company that researches and develops biopharmaceutical products based on 
its patented DNA delivery technologies; Matrix Labs (India), Bumrungrad 
Hospital (Thailand) and Intercell (Austria). In late 2010, it acquired 
three percent of Max India, a company operating in life insurance, health 
insurance, healthcare, and clinical research. Temasek has also invested in 
Shanghai Pharmaceuticals, one of the largest integrated pharmaceutical 
companies in China.41

Temasek operates an extensive philanthropic program. Through its 
Temasek Trust, it funds, among other organizations, the Singapore Millen-
nium Foundation, which promotes research in mental health, Parkinson’s 
disease, neuromuscular disease, liver cancer, bio-fuel, aging, palliative care, 
and non-medical bioscience in Singapore; and Temasek Life Sciences 
Laboratory, a non-profit organization conducting research in molecular 
biology and genetics.

Other philanthropic endowments and gifts can be seen at its website: 
http://www.temasek.com.sg/community/temasektrust.42

Singapore’s  Sovereign  Wealth  Fund

The Government of Singapore Investment Corporation is a fund wholly 
owned by the government and dedicated to achieving good long-term 
returns for the government. The fund has offices in nine cities worldwide. 
Its assets are estimated to be over S$300 billion. The Fund’s portfolio is 
highly diversified across thousands of investments and financial instruments, 
including public equities, real estate, fixed income, buyout funds, natural 
resources, and infrastructure.

Over 40 percent of its investments are in the Americas, followed by 
Europe with almost 30 percent and Asia almost 30 percent. Its interests 
in emerging economies include investments in China, India, and Latin 
America.43

A  System  Dedicated  to  Improving  Itself

The Ministry of Health has developed a process to ensure that it looks 
continually for ways to improve the healthcare system it oversees and the way 
the Ministry itself and its employees do their jobs—to develop, in a sense, an 
innovation culture. In 2008, it began using a framework to identify, evaluate, 
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and provide feedback on actions and ideas for improvement. The process 
involves seeding and generating ideas, bringing relevant parties together in 
collaboration for testing and experimenting, and implementing the best ideas 
that survive the vetting process. A few of the initiatives that have arisen in 
conjunction with the process include establishment of health and wellness 
programs to enhance the system’s public/private partnerships, development of 
a chronic disease management program, and implementation of the National 
Mental Health Blueprint. Internal Ministry changes have also taken place 
including reorganization of the National Medical Research Council.44

Looking  Abroad  for  the  Best  Healthcare  Ideas

The quest for the best ideas in high-quality care, efficient processes and 
procedures, and cost reduction should know no national boundaries. 
Singapore’s healthcare officials know this. While dedicated to improving the 
system through internal consultation, public feedback, seminars, and more, 
they also look outward for useful advances taking place in other nations. 

Former Health Minister Mr. Khaw Boon Wan shared with me that 
they do look to India, for example, where pockets of creativity can be found. 
“For example,” he said, “we like the model of eye care, especially cataract 
care of the Aravind System. They can deliver a cataract surgery at a fully 
loaded cost of S$100 per patient. Our response has been to hire as many 
of the Aravind doctors as we can to work here in Singapore.” The Ministry 
of Health told me that in 2011, Singapore brought in about 150 doctors 
trained in India.

* * *

Chapter  7:  KEY  POINTS

• Medical education, training, and manpower are provided by two 
undergraduate medical schools, one postgraduate medical school, a 
national university, a national science and technology university, and a 
school of public health
º The three medical schools each offer a different approach to 

education and training ranging from the traditional to the radically 
new

• Singapore is becoming a center for policy research with the estab-
lishment of several organizations dedicated to research, thought, and 
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discussion of issues critical to the future of Singapore, Asia, and the 
World

• Singapore’s Agency for Science, Technology and Research—known 
as A*STAR—supports key industries, promotes scientific research, 
develops scientists, and oversees government-sponsored research and 
development
º A*STAR oversees 14 biomedical and physical sciences and 

engineering research institutes in Singapore
º The agency promotes the transition of research into products, 

services, and new businesses
• Biomedical research initiatives by the government and its agencies seek 

to make Singapore a key player in the research and development world 
and also provide benefits to the healthcare system
º The main initiative was launched in 2000 with the promise of 

investing S$3 billion over five years to accelerate the program
º Incentives were created to bring health-related manufacturers to 

Singapore. Research institutes focused on genomics, bioinformatics, 
bioengineering, nanotechnology, molecular and cell biology, and 
cancer therapies also received support

º Biopolis is a state-of-the-art science and research center designed to 
promote and enable collaboration between private corporations and 
public research institutes and public educational organizations

• The private hospital groups in Singapore are expanding internationally, 
providing Singapore with a broadening economic base in the healthcare 
sector

• Through Temasek Holdings, the government’s investment company, 
Singapore makes direct investment in individual companies, including 
many in the healthcare sector. Its philanthropic programs directly 
benefit healthcare research in Singapore

• The Ministry of Health has put processes in place to identify problems 
and promote continual improvement in both the administration and 
delivery of care
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CHAPTER  8

Facing  the  Future

���

Singapore’s  Growing  Numbers  of  the  Elderly

In many developed countries, the proportion of elderly people in country 
populations is increasing rapidly. This trend is also true in Singapore,    
which has for years been experiencing a birth rate substantially below 
replacement. At the same time that fertility rates have declined, life 
expectancy has increased—due to the high quality of healthcare and rising 
standards of living. It is estimated that by 2030, 20 percent of the population 
will be over 65.1 The growing proportion of elderly people will have a large 
impact on the entire society—individuals, families, communities, businesses, 
and the government. 

With its rapidly growing proportion of elderly Singaporeans, manag-
ing resources and public expectations in the country has become increasingly 
complex. The challenge is compounded by the fact that planning for 
this population shift was generally overlooked during the last 30 years. 
Now, however, the government is making up for lost time with an aggres-
sive, whole-government response: planning for a future that will require the 
delivery of more high-quality chronic- and elder-care than ever before and 
with the goal of increasing expenditures related to GDP by no more than 
one percent. 

Singapore is now embarked on a careful planning and implementation 
effort involving all government ministries—in effect, a total government 
effort. It is worth watching and studying what Singapore is doing as it 
engages all parts of government to accomplish the single goal of preparing 
for a major increase of elderly in the population. Government ministries and 
agencies overseeing finance, transportation, housing, social welfare, healthcare, 
wellness, and more are doing their part. They have even founded a ministerial 
committee on aging, as I will discuss below.
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The surge of seniors is starting right now, as the first of the baby-
boomers—the segment of the population born between 1947 and 1964—
reach the age of 65.

The generation born in these years has been the main contributor to 
Singapore’s economic expansion and progress over the years. Soon to become 
the country’s seniors, they will be healthier, better educated, more active, and 
richer than their predecessors.2

In fact, a recent study showed that the majority of older Singaporeans 
report themselves as healthy overall and in a wide range of specific health 
dimensions.3 These seniors will not only become influential social and 
political voices, but they will be an important key consumer group as well. 
As they age, these elders will contribute to the growth of the “silver industry,” 
fueling the market for goods and services needed or preferred by the elderly, 
healthcare services included.

The situation Singapore is facing involves new challenges in the 
delivery of care for these elderly and new challenges for paying for that 
care. An aging population means more chronic illnesses to treat—diabetes, 
hypertension, and stroke, for example—more complex medical conditions to 
consider, more necessary rehabilitation care, a higher demand for transitional 
support to living at home, convalescence care in nursing homes and aged care 
facilities, and greater requirements for long-term and end-of-life care.4 

One study suggests that the burden of care for stroke victims will 
increase “dramatically” in the years to come due to the growing proportion 
of elderly people in the population combined with high level of stroke risk 
factors in Singapore. Currently, stroke is the country’s fourth leading cause 
of death (a rate of 40 per 100,000 in 2006) and among the top ten causes 
of hospitalization.5 Another study suggests that there will be an increase 
in the number and proportion of individuals in the Singapore population 
with severe dementia. This projection, together with the expected decrease 
in family size, suggest that many more severe dementia sufferers will be 
unable to be cared for at home, and new care options are urgently needed.6 
Although it is traditional in Asian societies for families to support their 
elderly members, the longevity of older people coupled with lower birth rates 
among the young are making such support increasingly difficult. Simply put, 
there will be fewer working adults to look after aging family members and to 
help finance their care. Singapore is preparing its healthcare system for this 
difficult state of affairs, and in this chapter I will examine the steps being 
taken to ensure that future needs of the new elderly are met. 

At the end of 2012, the government announced a dramatic expansion 
of eldercare facilities to take place over the next five years. It will spend 
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over S$500 million to build 10 nursing homes, 21 Senior Care Centres, 
and 45 Senior Activity Centres, with work to be completed by 2016. The 
additional nursing homes will add over 3,000 beds to Singapore’s nursing 
home capacity, bringing the total number of beds to over 12,000. Minister 
for Health Gan Kim Yong said in the announcement: “Our goal is to 
eventually make every neighbourhood a senior friendly neighbourhood, by 
having aged care facilities that can provide accessible care to seniors living 
all over the island. Many of these seniors are our pioneers, our parents and 
our grandparents. We too will age. So this investment in aged care facilities 
is for Singapore and for our future.”7

Ministerial  CommiƩee  on  Ageing

Singapore is getting ready for this future. In 2007, a Ministerial Committee 
on Ageing was established to coordinate aging issues across all government 
agencies. It is made up of the heads of key government ministries that 
can contribute to the effort. At its founding, Ministers from the following 
government departments sat on the Committee: Health; Community 
Development, Youth and Sports (now restructured as Culture, Community 
and Youth; and Social and Family Development); National Trades Union 
Congress; State; Education; Manpower; and the Prime Minister’s Office. 
As I write this book, the committee is headed by Mr. Gan Kim Yong who is 
also the Minster for Health. The Committee on Ageing has identified three 
“pillars” supporting a high quality of life for seniors: participation, health, 
and security. It is working to create an environment throughout Singapore 
where, as they grow old, individuals can lead lives that are healthy, active, 
and productive. One focus is on giving families the support they need to 
take care of their own elderly members, at home, as they age. As Minister 
Gan has said, “The best medical care in an institution cannot replace a 
family member’s love and support.”

The Committee’s strategy for seniors is driven by into four initiatives: 
allowing seniors to stay on the job, drawing salaries and remaining financially 
independent; enabling the elderly to age in their own communities in a 
barrier-free environment and with a transportation system that allows them 
mobility; maintaining a healthcare system that gives seniors access to care 
for their particular needs at an affordable price; and promoting active aging 
by encouraging physical and mental well-being and the ability to continue 
to contribute to society. The Committee on Ageing coordinates the efforts 
by the various ministries charged with addressing the needs of the elderly 
and creating an environment for successful aging.8
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In a 2012 speech, Health Minister Gan Kim Yong outlined the 
government’s priority as continued emphasis on promoting active aging 
through the Wellness Programme, which has already reached 100,000 
Singaporeans, and through the Employment Act, which enables individuals 
to work beyond the statutory retirement age of 62.

Looking ahead to 2020, when it is estimated that the population 
comprising people above 65 years of age in Singapore will reach 600,000, 
approximately 85 percent will be functional and healthy—and the govern-
ment will aggressively push to keep them that way for as long as possible 
through preventative screening and healthy lifestyle programs. In terms 
of delivery of healthcare for this population, it plans to at least double the 
outreach of home-based healthcare services from to eight to 10,000. Social 
care in the home will also be increased. 

There are plans to triple day social and rehabilitative care facilities to 
over 6,000, as well as to increase the number of Seniors Activity Centres 
along with the increased staffing and resources needed to run them. Nursing 
home beds are to be increased by some 70 percent to almost 16,000 by 
2020. In order to give the elderly the opportunity to spend their senior years 
at home with their families, Singapore will expand and enhance new care 
services, such as stronger transitional care after hospital stays, transitional 
convalescence facilities to give seniors the rehabilitation they need to return 
home, in addition to the increase in home-based services.9

Agency  for  Integrated  Care

The Agency for Integrated Care (AIC) was established in 2009 by the 
Ministry of Health to work across care units to improve the standard of  
care and to effect the integration of primary, intermediate- and long-term 
care sectors. 

Dr. Jason Cheah, CEO of AIC, shared with me that in its efforts to 
integrate care, his group operates at the patient level, the provider level, and 
at the system level. They also take direction from what was formerly the 
Ministry of Community Development, Youth and Sports (now restructured 
as the Ministry of Culture, Community and Youth; and the Ministry of 
Social and Family Development). The Agency’s main goal is to eventually 
enable all the various parties at the various levels of care involved with a 
patient to work together in a more coordinated manner. He is concerned that 
while the government has made huge investments in the public hospitals, 
poor people with chronic diseases do not have access to the services they 
need for ongoing treatment. “When the patients are discharged, the care 
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becomes suboptimal,” he said. Transport is also an issue, according to Dr. 
Cheah. People requiring long-term assistance still have to travel a long 
distance to get treatment. He sees a very important need for follow-up—
community-level care for patients once they are discharged from hospital—so 
they do not need to return to the hospital.

AIC coordinates and facilitates placing of elderly sick into nursing 
homes, with community providers, and in day rehabilitation centers. It also 
handles discharge planning and transition of patients from hospitals to long-
term care facilities or to their own homes. In addition, it manages referrals 
to home care services. According to Dr. Cheah, Agency initiatives over the 
next two years include better integrated aged care, growing the capacity in 
home care, and creating new service models as nursing homes are running 
at full capacity.

Devoted to “meeting the growing healthcare needs of our ageing 
population,” the Agency, according to Dr. Cheah’s letter on its website, is 
“the primary body to advise and guide patients and their families on the 
use of appropriate healthcare services, and to help you better navigate the 
healthcare system. We will coordinate, manage and monitor patient referrals 
to a greater range of Long-Term Care services. AIC will play an active role 
to support the growth and development of the Primary Care and Long-Term 
Care sectors, as critical partners in our healthcare system.”10

With many assistance programs in place to assist the elderly, the 
Agency for Integrated Care works actively to increase awareness of them 
and to ensure that the assistance is provided to those in need. It collaborates 
with grassroots community organizations to conduct outreach, going from 
door to door to inform the low-income elderly of the different available 
resources to them.

AIC refers about 6,000 patients to service providers each year of which 
more than 75 percent are older than 65 and require assistance in activities of 
daily living such as using the toilet, personal grooming, and feeding, or they 
may be bed-bound. Over 14,000 patients have been assisted, after hospital 
discharge to transition to their homes and their community by the Aged 
Care Transition Initiative. 

Among its many other initiatives, the Agency works closely with 
general practitioners to meet the challenge of the rise of chronic diseases in 
the populations by bringing together provider networks, developing shared 
resources, and piloting new models of care. It also administers the Health 
Manpower Development Programme for Intermediate and Long-Term 
Care, providing support and funding for education and training programs for 
workers in elderly and continuing care. It is also piloting enhancement of the 
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Integrated Home Care Program, bringing new training and new therapies 
to the fore. According to Dr. Cheah, AIC does “not provide much of the 
training ourselves. We commission it. We set standards, and mostly in areas 
of chronic care and mental health.”11

Center  for  Enabled  Living

Just as the Agency for Integrated Care is an outreach arm of the Ministry of 
Health, the Center for Enabled Living (CEL) provides an outreach function 
for the Ministry of Social and Family Development (formerly Community 
Development, Youth and Sports). The Agency is part of the national care 
network and is involved in care and support services for the elderly and 
persons with disabilities. It provides centralized information and referral 
services, administers eldercare and disability programs, and implements 
public education programs such as the LivEnabled campaign, which raises 
awareness of the Centre’s work and heightens public knowledge of the 
various support services available in the community.12

The Agency coordinates social care services in support of the frail 
elderly and persons with disabilities, enabling them to lead independent lives 
and delaying premature institutionalization. It coordinates and administers 
schemes and services such as Senior Home Care, Senior Care Centres, Early 
Intervention Programme for Infants and Children, Caregiver Training Grant, 
Assistive Technology Fund, Foreign Domestic Worker Grant, and Caregivers 
Support Programmes. It encourages aging in place, making Singapore a com-
passionate and inclusive society for the elderly and persons with disabilities, 
and promotes research and programs toward achieving that goal.13 

CEL estimates that there are 30,000 elderly Singaporeans above 60 
who have difficulties with at least one “activity of daily living,” such as 
washing/bathing, feeding, toileting, transferring, dressing and mobility, and 
are in need of some form of care support. The number of such elderly is 
expected to reach 65,000 by 2020. In an effort to bring appropriate levels of 
care to these individuals, the Centre offers assessment and coordination for 
enabling, social day care centers, home help services (such as meals delivery 
and personal hygiene assistance), befriending, neighborhood links for 
volunteer support, senior activity centers, and sheltered/community homes.

An  Integrated  Approach  to  Eldercare

Singapore’s healthcare policymakers have realized that effective eldercare 
requires an integrated approach to infrastructure and have begun forming 
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regional health systems. The intention is to have acute general hospitals 
linked to community rehabilitation hospitals, supported by collaborative 
groups of primary care providers, community home care organizations, and 
rehabilitation centers as partners. To make the patients transition seamlessly 
from one provider and facility to another, effective coordination between the 
acute hospitals and their clinical partners in the community is imperative. 
Singapore’s electronic health records system, which I examined in Chapter 
7, will support these efforts.

A goal of the integration initiative is to build a strong primary and 
community care sector that delivers preventive care and comprehensive 
disease management. With proper care at these lower levels of the system, 
elderly diabetes patients, for example, can manage their disease without 
recourse to the acute hospitals. In addition, with good care at the earliest 
stages of illness, Singaporeans can avoid medical complications and costly 
hospitalization. Serving a patient with chronic conditions, the system could 
work as follows.14 

Patients can take part in an Integrated Screening Programme at a clinic 
located close to home. The doctor becomes their family physician. Patients 
are free to see any primary care doctor but might choose to receive care 
under the Chronic Disease Management Program with a family physician 
who is trained to provide comprehensive care on an ongoing basis. When 
visiting the clinic, patients do not have to wait in long lines or expect to be 
transferred from specialist to specialist due to multiple ailments. The family 
physician should be able to see to them. Four times a year, the patients and 
their families, together with other chronic disease patients, attend a Saturday 
morning class on disease management techniques held by the nurse educator 
at the community center. The sessions focus on self-administration of 
medicine, use of medical equipment, and healthy lifestyles and behaviors. 

Once a year, patients return to the family physician for a target health 
assessment which includes a health screening and a review of their medical 
history along with current health conditions and lifestyle. All the tests 
are conducted at the clinic, including the more advanced ones requiring 
sophisticated medical equipment. This is possible because the family 
physician has grouped with five other general practitioners in the area to 
jointly acquire that equipment. 

Outpatient expenses for consultations, medications and tests are partly 
covered by Medisave for the Chronic Disease Management Programme. 
It involves more than 700 general practitioner clinics and groups that 
provide systematic chronic disease management programs. Patients visiting 
participating doctors can use their family or their own Medisave (up to 10 
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accounts) up to S$300 per account per year to pay outpatient bills. Each 
claim is subject to a deductible of S$30 and a 15 percent co-payment.15

Patients’ health records are stored on a nationwide Electronic Medical 
Records are updated in the system whenever they visit a doctor or take a test, 
and include all of their medical conditions along with the latest medications 
being taken. If complications arise, the family physician can choose to refer 
patients to a public hospital. A collaborative team of doctors and other health 
professionals, led by the family physician, works out a personalized treatment 
and health progress plan for patients. The team effort is coordinated by a 
care manager at the hospital who works out the appointments with the 
collaborative team. The patient is invited to attend the care team meetings 
to provide feedback on the treatment plan. 

Following the hospital visit, patients can join disease management 
support groups where they can exchange experiences and learn from 
one another. If a condition is incurable, palliative care, which focuses 
on preventing and relieving suffering, can be provided at a hospice or at 
home. The family physician provides counseling on both the clinical and 
psychological aspects of the situation, and this advice can be complemented 
by spiritual guidance from the hospice. In case of severe difficulties or 
complications, the patient can be admitted to a local community hospital 
and be stabilized there without the need for the costly major hospitals. The 
family physician can visit patients at the very end of life to ease their pain 
and help family members navigate the final medical procedures.

Community-‐Based  Care  for  the  Frail  Elderly

A new community-based model is underway that allows frail, elderly individ-
uals to receive the high level of continuing care they need while living in their 
homes and communities, and with their loved ones, instead of being placed 
in a nursing home. Called the Singapore Programme for Integrated Care for 
the Elderly, it combines public and private support through rehabilitation 
centers and day care centers. Personnel in the program are trained to provide 
quality medical, nursing, and rehabilitation care for these elderly. Elderly 
patients who are discharged from a hospital can be assessed for suitability 
for the program and then have the option of enrolling in the program instead 
of moving permanently to a nursing home. It also provides social workers to 
support the families in managing their social and emotional difficulties in 
having frail, elderly family members at home.16

The program is not without its challenges. Some people are objecting 
to the placement of long-term care facilities in their neighborhoods, and the 
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rise of such not-in-my-backyard thinking is giving PAP politicians pause. 
The issue is one that is currently being negotiated with Singaporeans and 
tackled on a neighborhood-by-neighborhood basis.17

The government will need to mobilize support from within the various 
neighborhoods to ensure acceptance of these centers. A whole government 
approach, including targeted communication and engagement by politicians 
and ministers alike will be necessary to address community concerns and 
keep the program on track. 

FuncƟonal  Screening  Programme

The Health Promotion Board has recently rolled out the Community 
Functional Screening Programme for seniors aged 60 years and above. 
Aimed at helping seniors detect early signs of functional decline, the 
screening focuses on continence, oral health, hearing, vision, and physical 
function. 

Since changes in life such as retirement, loss of loved ones, and 
worsening health may induce depression, screening is provided for early 
detection of depression symptoms and enables a medical follow up. 

Seniors found to have problems in any of these areas are referred to the 
proper medical personnel for follow-up testing and treatment. 

The physical function test focuses on detecting disability and risks for 
falls. Seniors with low physical function are referred to family physicians for 
medical follow ups and are also invited to a 12-week program designed to 
help them increase their strength and improve their balance. 

The screenings are followed up by a nurse counselor on the same day 
onsite. The results are interpreted and the participants receive guidance on 
the appropriate medical follow up and healthy lifestyle practices. 

Private  IniƟaƟves  in  Support  of  the  Elderly

Numerous non-governmental organizations in Singapore provide funding, 
support, and a range of services for the elderly. One very prominent      
group is the Tsao Foundation, and it will be instructive to take a closer look 
at its initiatives.

The  Tsao  FoundaƟon

The Tsao Foundation is a not-for-profit organization dedicated to enhancing 
the quality of life for older people. It pioneers new approaches to care, 
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provides duplicable models of health services, and attempts to fill in the gaps 
in eldercare services. 

One of the Foundation’s missions is to provide services that will 
enable elderly persons to remain in their own homes and communities 
as long as possible and avoid premature placement in nursing homes. The 
Tsao Foundation acts through its Hua Mei Community Health Services, a 
comprehensive, community-based primary healthcare system consisting of a 
mobile clinic, an outpatient primary geriatric care facility, a pain management 
center, and a care management center for those with complex medical 
problems, financial needs, and little social support. 

The Foundation also manages training programs with the aim of 
fostering higher standards of eldercare in Singapore. The programs provide 
training for long-term care and health professionals, volunteers and family 
caregivers on different topics: eldercare, dementia care, health promotion, 
and the psycho-emotional dimensions of aging.18 The Foundation has also 
developed partnerships with other care organizations in the furtherance of its 
mission. Its training academy, for example, works with the National Council 
of Social Services and the Social Service Training Institute, providing 
professional courses and training manuals. It also offers pre-retirement 
training programs to corporations, focusing on physical, emotional, and 
financial well-being preparing employees for retirement and successful 
aging. The Tsao Foundation also contributes to eldercare policy planning and 
development by engaging policymakers in dialogue, providing research, and 
participating in government committee work. 

Helping  the  Elderly  Pay  for  Care

I have already discussed the benefits and uses of the Central Provident Fund 
and its healthcare components, Medisave, MediShield, and Medifund—the 
3Ms of the Singapore system. They are an important factor in helping 
Singaporeans pay their medical and other healthcare bills. With people living 
longer, the possibility, especially among the elderly, of running out of money 
to pay for care becomes very real. Medifund, the endowment fund to help 
needy citizens, and Medifund Silver, which sets aside a specific amount of 
money in Medifund for assisting individuals over 65, are especially relevant 
to the present discussion. 

In Chapter 3, I discussed at length the role of Medifund. I note 
again here, though, that seniors who have no or very little money in their 
Medisave accounts are given priority for Medifund payouts.19 In addition, 
Medifund Silver, launched in November 2007, another endowment fund 
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created by the government, is specially targeted at helping the elderly poor. 
Further, Medifund has been extended to cover patients in approved private 
nursing homes. 

I see these actions as more evidence of the government’s ongoing 
commitment to fine tune the system as conditions change—in these 
instances, of course, responding to the needs of the growing numbers of the 
elderly in Singapore. 

Annuity  Programs

The latest addition to initiatives to aid the elderly is an annuity program 
called CPF LIFE (Central Provident Fund—Lifelong Income For the 
Elderly). Its goal is to provide lifelong income to the elderly and it involves 
transferring part of CPF retirement savings into an annuity  starting at age 
55. The annuity begins working at age 62 to 65, depending on when the 
individual was born, and provides a steady monthly stream of income for life. 
Individuals can sign up for CPF LIFE between the ages of 55 and 80.

Starting with members who will turn 55 in 2013, those with at least 
S$40,000 in their Retirement Account will be automatically included in the 
program, while those with lower balances may still opt in. Upon joining CPF 
LIFE, depending on age, gender, and the plan selected, a certain percentage 
of Retirement Account savings will be transferred to the CPF LIFE account 
as premium for the annuity.20

There are several different plans in the program that adjust the level 
of payout against the amount of money left for beneficiaries upon the death 
of the individual. The higher the payout, the lower the balance left over for 
a bequest. For example, a 55-year-old woman joining the program would 
receive an amount from just over S$700 to something under S$900 monthly 
depending on the plan she chooses. A 55-year-old man choosing the plan 
with the highest monthly payout would be using his entire retirement savings 
to purchase the annuity.21

IniƟaƟves  in  the  Healthcare  Budget

At this time of writing, Singapore’s 2012 budget is in effect. The budget 
contains numerous provisions for helping the elderly afford their care, 
again illustrating the government’s willingness to tweak the system when 
conditions change or new challenges arise. Older workers aged 50 years 
and above receive a bump—up to 2.5 percent—in their employers’ Central 
Provident Fund contributions; at the same time, to help companies with the 
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increased costs, those who hire older workers will receive a new wage subsidy 
of eight percent. Such measures enable individuals, now living and staying 
healthy longer, to continue earning salaries well beyond the retirement years 
established in the past. 

There are increased subsidies for nursing home care, day care, 
rehabilitation, and home-based care. Two-thirds of households will qualify 
for the increases. Subsidized patients at community hospitals, nursing homes, 
or using home care services will no longer have to pay the seven percent tax 
on goods and services formerly applied to their bills. 

The government seems especially interested in helping the elderly 
remain in their homes and with their families: families taking care of 
an elderly parent at home could see their monthly cost of care go down 
from S$1,400 to S$700 per month, according to government estimates. 
There is even a S$120 grant to hire a maid to help with care of a senior. 
Plus we are seeing a new subsidy to install elderly-friendly features in 
the home.22

Infrastructure  Improvements

The 2012 budget provides funds and establishes goals for 1,900 more 
beds in the general hospitals by 2020 (a 30 percent increase); four new 
community hospitals by 2020 adding 1,800 new beds; new intermediate- 
and long-term care facilities, expansion of nursing home capacities along 
with new nursing homes. In addition, long-term care facilities will be 
repositioned near major residential towers so patients can be close to their 
families. Along with various voucher plans, utility rebates, and Medisave 
top ups, the government is attempting to make sure the Singapore safety 
net keeps up with the times and allows the elderly and the poor to receive 
the aid they need.

Staffing  Up  for  Eldercare

More doctors, nurses, and other healthcare professionals will be needed 
to take care of the elderly and to staff the infrastructure expansion antici-
pated in the budget, and funds are being allocated for that purpose. 
The medical needs of the elderly require the support of many different 
healthcare professionals. In the past, it was thought that the doctor, nurse, 
physiotherapist, occupational therapist, and medical social worker formed 
the necessary team to care for seniors. The Singapore healthcare system 



��0            Affordable  Excellence

recognizes through its policies and initiatives the need for additional allied 
health professionals, including speech therapists, dietitians, case managers, 
psychologists, dentists, optometrists and podiatrists. 

Doctors required for high-quality eldercare include specialists in the 
acute hospitals and family physicians for long-term care. In intermediate care, 
both types of physicians play a role. Doctors who become geriatricians are 
trained in biomedical and social aspects of aging, including the sociology of 
aging, quality of life, healthcare ethics, elderly mistreatment, and the impact 
of the caregiver on the quality of care.23

The increasing importance of geriatric nursing is being recognized, 
and training advancements have been made with the establishment of 
an Advanced Diploma in Gerontological Nursing offered at Nanyang 
Polytechnic. The Singapore Nurses Association has stated as a mission the 
goal of bringing Gerontological Nursing to the forefront as a specialist 
field.24 Increasing numbers of other personnel who serve the elderly, such as 
physiotherapists, occupational therapists, and speech therapists, are needed 
and are being recruited through a Ministry of Health pilot employment 
initiative mentioned in Chapter 6. With this program, these professionals 
would be recruited centrally to be deployed at intermediate and long-term 
care institutes and hospitals.25

Additionally, the government is reaching out to the private practitioners 
who overwhelmingly provide primary healthcare services in Singapore and is 
offering them greater roles in providing preventive and monitoring services 
to the elderly. Many of such clinics are located close to HDB flats where 
over 80 percent of the Singapore population resides.26 Through programs 
such as the Community Health Assist Scheme (examined in Chapter 6), 
these private practitioners can contribute a great deal to eldercare, keeping 
the senior population healthier, bringing costs down, and relieving the strain 
on acute hospitals from unnecessary hospitalizations.

Even the elderly are being trained to take care of the elderly. One 
example is the Senior Health Ambassador Programme administered by 
the Health Promotion Board. People aged 40 and above are invited to join, 
participate in workshops, exercise classes and health cooking demonstrations. 
They are then asked to take their knowledge and enthusiasm for healthy 
living into their communities and inspire others to attain a healthy life-  
style. As the HPB states on its website, “Let us help you lead the way in 
providing health advice to your family and friends to achieve a healthier and 
happier life.”27

* * *
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Chapter  8:  KEY  POINTS

• Singapore’s birth rate is substantially lower than the replacement rate
º By 2030, 20 percent of the population will be over 65
º The country is preparing now for the impact these demographics 

will have on society
• The Ministerial Committee on Ageing coordinates aging issues across 

all government agencies
º At its founding, Ministers from the following government depart-

ments sat on the Committee: Health; Community Development, 
Youth and Sports (now restructured as Culture, Community and 
Youth; and Social and Family Development); National Trades 
Union Congress; State; Education; Manpower; and the Prime 
Minister’s Office

º The four key initiatives are: allow seniors to stay on the job 
longer and remain financially independent; provide barrier-free 
environments and transportation for the elderly; give seniors access 
to care for their particular needs at an affordable price; promote 
active aging

• The Agency for Integrated Care works across care units to improve the 
standard of care and to effect the integration of primary, intermediate- 
and long-term care sectors—all areas of increasing importance as the 
elderly population swells

• The healthcare system is transforming itself into regional systems. Acute 
general hospitals to be linked to community rehabilitation hospitals, 
supported by groups of primary care providers, community home care 
organizations, and rehabilitation centers as partners

• Community-based care for the frail elderly is another initiative and an 
alternative to nursing homes
º Allows the frail elderly to receive the continuing care they need 

while living in their homes and communities, and with their loved 
ones, instead of in a nursing home

• Private initiatives in support of the elderly play an important role in 
eldercare—one important example is The Tsao Foundation
º The Foundation pioneers new approaches to care, provides 

duplicable models of health services, and attempts to fill in the gaps 
in eldercare services
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• Medifund, the endowment fund to help needy citizens, and Medifund 
Silver, which sets aside a specific amount of money in Medifund for 
assisting individuals over 65 help the elderly pay for their care
º Annuity programs are being added to the Central Provident Fund 

to help provide older Singaporeans a steady monthly stream of 
income for life

º The 2012 Singapore budget provides numerous provisions for 
helping the elderly afford their care, illustrating the government’s 
willingness to tweak the system when conditions change or new 
challenges arise
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Q&A  with  the  Ministry  of  Health,  Singapore

In addition to interviews and public sources of data consulted, I put a number 
of questions to Singapore’s Ministry of Health in writing. This appendix 
includes a selection of the questions and written responses I received. They 
are reproduced here to give a more direct sense of the Ministry’s approach to 
particular issues, or because they provide useful supplementary detail.
1. In my discussions of the Singapore healthcare system, many knowledgeable 

people comment that the success of the system is due to the country’s small 
size and cannot be replicated on a larger scale. How do you respond to this 
comment?

 Singapore’s healthcare system has evolved to meet the needs of its 
people, taking into account demographic, epidemiological, socio-
economic and historical factors. Our small size and highly urbanized 
environment have made it easier to roll out public health programs such 
as clean water, good sanitation, and immunization programs; and has 
also made it easy for all Singaporeans to have access to good-quality 
healthcare services at all levels. Beyond these, other key success factors 
of Singapore’s healthcare system include efficient processes, sound and 
sustainable financing systems, personal ownership of health, among 
others. Arguably, these are not contingent on a country’s size, but rather 
its cultural context and governance system.

2. In my conversations with officials in Singapore, they often mention that, 
although the healthcare system may not be applicable to a large country, it 
may be appropriate for large cities. Do you agree with this assertion?

 Singapore’s healthcare system has developed within the context of a 
city-state environment, where there is higher population density, road 
networks, and proximity to healthcare infrastructure. The applicability 
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of the Singapore model to other cities would depend on their specific 
historical, economic and social context, cultural norms and beliefs, and 
governance systems. 

3. A common reaction to my discussions of the Singapore healthcare system is 
to dismiss its success because Singapore is a “dictatorship,” or because it has 
such an unusual form of government that the healthcare system cannot be 
replicated elsewhere. How do you respond to these reactions? 

 Many key elements of our healthcare system have their origins in 
our years as a British colony, including the system of medical and 
nursing education, the delivery and organisation of care where care 
was provided free at the point of delivery, and even the Central 
Provident Fund introduced by the British in 1953 to help individuals 
save for their own retirement needs from which a portion was carved 
out later to form the medical savings account. Since then, Singapore’s 
healthcare system has evolved. The strong political leadership certainly 
helped shape the healthcare system. But, there were other historical, 
institutional, economic, and social factors which also played a part.

   For example, whilst Singapore had inherited a UK-style NHS 
system from the British upon independence, the Singapore govern-
ment grew concerned about the possibilities of unrestrained growth 
in demand and healthcare costs. Thus, co-payments were slowly in-
troduced and the healthcare system gradually evolved to a market-
based hybrid-funded model premised on personal responsibility with 
government support. 

   Several key conditions in Singapore facilitated this evolution. 
First, we had a young and healthy population, with a high savings 
rate. Second, the concept of mandatory retirement savings had been 
introduced early, paving the way for public acceptance of the need 
to save for post-retirement costs. Third, there was a general cultural 
alignment on the philosophy that each person was responsible for 
looking after his own health and that of his family. These key factors 
allowed the government to build on the CPF Board to institute 
mandatory health savings accounts under the overall retirement 
savings framework. Thereafter, insurance through MediShield and 
the Medifund safety net were introduced over time to strengthen the 
healthcare financing framework for Singaporeans.

4. What are the data on the Medisave savings of the self-employed? Do they 
save proportionally the same amount of money as those who are employed by 
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businesses? If not, is the lack of savings posing a strain on the self-employed 
or on the system?

 All self-employed persons earning more than S$6,000 in annual net 
trade income are required to contribute to Medisave. Their Medisave 
contribution rates are broadly in line with that for employees, and are 
phased in according to income. Those with net trade income of more 
than S$18,000 a year contribute the full rates, currently ranging from 
7% to 9%* depending on age. Those with net trade income above 
S$6,000 but below S$12,000 contribute one-third of the full rates. 
Although self-employed persons with net trade income of S$6,000 or 
below are not required to contribute Medisave, they are encouraged to 
do so voluntarily to build up their healthcare savings. 

   Unlike employees whose Medisave contributions are automatically 
deducted from their salary by the employer and credited to their 
Medisave accounts, self-employed persons have to make the contribu-
tions themselves and hence the Medisave compliance rate is lower. As 
at May 2012, 85% of all registered self-employed persons complied 
with their Medisave contribution requirements. Government measures 
to raise compliance include both education and enforcement efforts. 

   Self-employed persons are eligible to receive Workfare Income 
Supplement (WIS) benefits if they meet the qualifying criteria and 
contribute to Medisave. Their WIS benefits will be paid into their 
Medisave accounts, and this will add further to their healthcare 
adequacy.

5. With more private practitioners providing primary care through the 
Community Health Assist Scheme, how will you monitor and measure the 
quality of care? 

 Patients on the Community Health Assist Scheme (CHAS) with 
chronic conditions are required to enroll in the Chronic Disease 
Management Programme (CDMP). CDMP seeks to ensure good 
chronic disease management through the use of evidence-based 
structured clinical treatment protocols. Apart f rom following 
the clinical protocol, providers on the CDMP (including private 
practitioners) are required to submit their patient’s clinical indicators, 
e.g. HbA1c score for Diabetics, to the Ministry of Health. The results 

* With effect from 1 Jan. 2013, the Medisave contribution rates for self-employed 
persons aged 50 and above will be raised from 9.0% to 9.5%. With this change, the 
range for the full Medisave contribution rates will be 7.0% to 9.5%.
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of the indicators are monitored and published by MOH to encourage 
GPs to improve overall clinical standards.

6. Regarding private nursing home care eligible for subsidy—how do you 
monitor and measure the quality of care?

 MOH has been actively coordinating, integrating and improving 
services more effectively so that our seniors can be cared for better. It 
expects these measures to be a joint responsibility—the government’s 
role is to provide a robust regulatory and quality framework for aged 
care, while commercial and Voluntary Welfare Organization (VWO) 
service providers are expected to constantly improve care delivery and 
put in place a dynamic structure within their institutions to ensure that 
care professionals uphold the standards of care required. 

   MOH started its first portable subsidy scheme for nursing home 
beds in 2008 to buy subsidized beds from private nursing homes. This is 
done through a Request for Proposal (RFP) exercise which is effective 
over a two-year term. Proposals from the private nursing homes are 
assessed based on operators’ compliance to regulatory standards and 
service-related requirements.

   In 2012, various additional measures were introduced to nursing 
home residents and their caregivers, such as the Nursing Home 
Visitors’ Programme, to provide feedback on care services. The 
government is also reviewing existing standards and guidelines for 
aged care services with participation from internal and external stake-
holders including clinicians, geriatricians, pharmacists, and nursing 
home service providers. 

7. Please describe how the quality of care is monitored in the private 
hospitals.

 The Singapore Healthcare System relies on a multi-pronged approach 
to monitor the quality of care in the private sector.

   First, ensuring that care is of high quality is the responsibility of 
healthcare professionals. This is regardless of whether care is provided 
in the public or private sector, or whether in primary care, nursing 
homes, or hospitals. Accordingly, monitoring the quality of care starts 
by monitoring the training and practice of healthcare professionals. The 
Singapore Medical Council and the Specialist Accreditation Board in 
the Ministry of Health ensure that there is high quality of training for 
medical doctors in Singapore, and that only suitably trained doctors are 
licensed to practice in Singapore. Similar agencies/boards exist for other 
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healthcare professionals. These agencies/boards also monitor complaints 
against any healthcare professionals. 

   Second, through the National Quality Assurance Framework 
(NQAF), MOH monitors the compliance of doctors in both public and 
private sectors to self-regulatory and learning requirements. The aim 
of the NQAF is to ensure active learning amongst peers, professional 
norming to high standards of care, as well as to prevent recurrence of 
harm from medical adverse events. Monitoring compliance to NQAF 
requirements provides the Ministry with valuable information on 
the hospitals’ ability to ensure high professional standards, to prevent 
ongoing harm, and to continuously improve. 

   Third, a set of evidence and best practice based clinical standards 
and indicators have been developed for public and private hospitals. 
This is part of the overall national performance measurement frame-
work, comprising the national-level National Health System Score-
card, which is then cascaded to setting- and provider/specialty-level 
scorecards.

   The Scorecards leverage extensively on the indicators developed 
under the OECD Healthcare Quality Indicator (HCQI) Project. This 
allows MOH to benchmark Singapore’s performance with OECD 
countries on a “like-for-like” basis, enabling it to identify areas where it 
is doing well, and where improvements are needed to close quality gaps. 
For example, the OECD HCQI’s indicators on hospitalizations for 
ambulatory care sensitive conditions enabled the Ministry to monitor 
the national Chronic Disease Management Programme (which covered 
conditions such as diabetes, hypertension, asthma, etc.) to successfully 
reduce hospitalizations. 

   Finally, a traditional licensing based regulatory approach underpins 
all of the above. MOH conducts licensing audits of all hospitals, clinics, 
and nursing homes in Singapore, whether in the private or public sector. 
Patient complaints to the Ministry are also tracked and investigated.
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